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one child has epilepsy... 
even her companions might not know —if 
her seizures are controlled with medication 


““.nowadays our approach should be, as far as possible, to protect 
the patient with sufficient medicine and allow him to live as much 
as possible the life of a normal child.”! Under proper medical care, 
epileptic children may—and should participate in the general phys- 
ical activities of their normal playmates.’ 


for clinically proved results in control of seizures 


> SODIUM KAPSEALS® outstanding performance 
in grand mal and psychomotor seizures; In 
the last 15 years new anticonvulsant agents 


have come into clinical use but they have 
not replaced diphenylhydantoin [DILANTIN] as the most effective single agent 
for a variety of reasons.’ DILANTIN Sodium (diphenylhydantoin sodium, 
Parke-Davis) is available in several forms including Kapseals of 0.03 Gm. 
and of 0.1 Gm., in bottles of 100 and 1,000. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 


for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 
100 mg., phenobarbital 30 mg., desoryephedrine hydrochloride 2.5 mg.), 
bottles of 100+ for the petit mal triad: MILONTIN® Kapseals, (phensuximide, 
Parke-Davis) 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 
4 cc., 16-ounce bottles. CELONTIN® Kapseals (methsurimide, Parke-Davis) 
0.3 Gm., bottles of 100. 

Literature supplying details of dosage and administration available on request. 


Bibliography: (1) Scott, J. S.. & Kellaway, P: M. Clin. North America 42:415 (March) 1958. 
(2) Ganoug, L. D., in Green, J. R., & Steelman, H. F.: Epileptic Seizures, Baltimore, Williams & 
Wilkins Company, 1956, pp. 98-102. (3) Bray, P F.: Pediatrics 23:151, 1959. 
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CLINICAL REMISSION 
ARTHRITIC 


In “escaping” rheumatoid arthritis. After gradually “escaping” the ther- 
apeutic effects of other steroids, a 52-year-old accountant with ar- 
thritis for five years was started on Decapron, 1 mg. /day. Ten months 
later, still on the same dosage of Decapron, weight remains constant, 
she has lost no time from work, and has had no untoward effects. She 
is in clinical remission. 

New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 


DECADRON allows for b.i.d. maintenance dosage in many patients with so-called ‘chronic’ condi- 
tions. Acute manifestations should first be brought under contro! with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in betties of 100. Alse available 
at Injection DECADRON Phosphate. Additional information on DECADRON is available te physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*From a clinical investigator's report to Merck Sharp & Dohme. 
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-way support 
for the 
aging patient... 


ASSISTS PROTEIN UPTAKE 
IMPROVES MENTAL OUTLOOK 
AIDS NUTRITIONAL INTAKE 


1 small aw every morning 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 
Each capsule contains: Ethiny! Estradiol 0.01 mg. ¢ Methyl as Caicium Ascorbate 50 mg. « I-Lysine Monohydrochloride 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. « Vitamin 25 mg. * Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
A (Acetate) 5.000 U.S.P. Units « Vitamin D 500 Ute Units « Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 mg.) 
Vitamin B,, with AUTRINIC® intrinsic Factor Concentrate 1°15 30.4 mg. © lodine (as KI) 0.1 mg. © Calcium (as CaHPO,) 35 mg 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- * Phosphorus (as CaHPO,) 27 mg. « Fluorine (as CaF,) 0.1 mg. « 
flavin (B,) 5 mg. © Niacinamide 15 mg. ¢ Pyridoxine HC! (B, Copper (as CuO) 1 m"; ¢ Potassium (as K,SO,) 5 mg. ¢ Manganese 
0.5 mg. Calcium Pantothenate 5 mg. Folic Acid 0.4 mg. as Mn0,) 1 mg. Zinc (as ZnO) 0.5 mg. Magnesium (MgO) 
Choline Bitartrafe 25 mg. © Inositol 25 mg. © Ascorbic Acid (C) 1 mg. ¢ Boron (as Na,B,0,.10H,0) 0.1 mg. Bottles of 100, 1000 


LEDERLE LABORATORIES, a Division of AMFRICAN CYANAMID COMPANY, Pearl River, New York QD 
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... relief from pollen allergies 
more complete than antihistamines alone... more thorough than nose drops or sprays 


The miseries of respiratory allergy can be relieved so effectively 


with Triaminic.'® Triaminic contains two antihistamines plus 
the decongestant, phenylpropanolamine, to help shrink the en- 
gorged capillaries, reduce congestion and bring relief from rhin- 
orrhea and sinusitis.’ Oral administration distributes medication 
to all respiratory membranes without risk of “nose drop addic- 
tion” or rebound congestion.*4 


Each Triaminic timed-release Tablet provides: 


Phenylpropanolamine HCI 50 mg. 
Pheniramine maieate 25 mg 
Pyrilamine maleate 25 mg. 


also available: 
TRIAMINIC JUVELETS® /2 the formulation of the Triamini 


TRIAMINIC SYRUP each teasr nful (5 


Tablet with timed -release action 


rovides \« the formulation of the Triaminic Tablet. 
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SMITH-DORSEY « A DIVISION OF THE WANDER COMPANY ¢« LINCOLN, NEBRASKA 


| 
if 
Allergy 18 3¢ ar 
} within minutes to 


AVacation from Hay Fever 


is a Real Vacation 
ANYWHERE - ANYTIME 


Just a “poof” of fine spray 
brings relief in seconpDs, FOR HOURS 


NIZ is a potentiated, balanced 


combination of these well known © 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor NASAL SPRAY 


and decongestant. 
Thenfadil® HCl, 0.1% Supplied in leakproof, 


- potent topical pocket size 
antihistaminic. squeeze bottles of 20 cc. 


Zephiran® Cl, 1:5000 we 


agent and preservative. 
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PAPAIN 
IS THE 
KEY 


to complete, thorough 
vaginal cleansing 


mucolytic, acidifying, 
. physiologic vaginal douche 


The papain content of Meta Cine is the key 
reason why it effects such complete cleansing of 
the vaginal vault. Papain is a natural digestant, 
and is capable of rendering soluble from 200- 
300 times its weight of coagulated egg albumin. 
In the vagina, papain serves to dissolve mucus 
plugs and coagulum. 


Meta Cine also contains lactose—to promote 
growth of desirable Doderlein bacilli—and 
methyl salicylate, eucalyptol, menthol and 
chlorothymol, to stimulate both circulation and 
normal protective vaginal secretions. Meta 
Cine’s pleasant, deodorizing, non-medicinal fra- 
grance will meet your patients’ esthetic demands. 


Supplied in 4 oz. and 8 oz. containers, and in 
boxes of 30 individual-dose packets. Dosage: 
2 teaspoonfuls, or contents of 1 packet, in 2 
quarts of warm water. 


BRAYTEN PHARMACEUTICAL COMPANY Chattanooga 9, Tennessee 
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For the HYPERTENSION... 
| antihypertensive... 


an integral 


A disease such as hypertension requires a multi-cherapeutic approach for satisfactory 
SALUTENSIN combines in | proportions ghwee clinically proven antihypertensives. These components 


act three different «anisms greater therapeutic benefits while minimizing the tisk of 
sid@ efiects scmctimes observed in). on single‘ditmg gherapy at maximally effective doses. The components im 


SALURON ‘hydroflumethiazide — a agent postulated to lower elevated blood prés- 
Reserpine —a tranquilizing drue with >cripheral vas@n@laxant effects, which have been described as a “chemical 
Protoveratrine potent hypotc:.ive drug** which is “well tolerated” in combination with ranwolfia;* acen- 
trally mediated Yasorelaxant taat ccs ‘the most physiologic, hemodynamic reversal of hypertension” ®.,..0.2mg. 


PNDICATIONS: Essential hyperten.ion ¢andievascular disease; imsufficient response to a single or dual 
antihypertensive agent; partial or co. picte replacement of potentially more toxic agents. 

SALUTENSIN Showld be used caution in hypertemsive with renal insufficiency, particularly if such patients 

are digitalized. 

Dosace Ustal adult dose | tablet oily. on dosage and precautions in official package 

cirgular.or available on reques' 
Surrix2 Bottles of 60 scored tabi: 


A sustained-action foundation drug for an antihypertensive regimen... 


sustained-action hydroflumethiazide ‘Bristol’ 


SALURON is an economical, well-tolerated salutensive agent —saluretic and antihypertensive’— for use as a 
foundation drug in the treatment of hypertension. In mild to moderate hypertension, SALURON often is 
adequate by itself. It has been described as “a distinct advantage in the manifestations of hypertension’ é 
and “a marked advancement in the field of diuretic therapy.”7 


Dosace: Usually | tablet daily. Full information in official package circular. 


SurrLy: Scored 50-mg. tablets, bottles of 50. 


BRISTOL LABORATORIES, Syracuse, New York 
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“The concept of treating hypertension with a potent oral diuretic in combination 


with one or more of the sympathetic depressant drugs is a new one. 


< 


SALUTENSIN samples available on request. 


GENTLEMEN: Please send me a complimentary supply of 


REFERENCES: 1. Gifford, R. 
SALUTENSIN Tablets. 


W., Jr., In Hypertension, ed. by 
J. H. Moyer, Saunders, Philadel- 
phia, 1959, p. 561. 2. Moyer, 


Dr. J. H.: Ibid. p. 299. 3. Brodie, 

a B. B.: In Hypertension, Vol. VII, 

is Proceedings Council for High : 

Blood Pressure Research, Am. : 
R Heart Assn., ed. by F. R. Skelton, : 
City es Ss ZONE STATE 1959, p. 82. 4. Wilkins, R. W.: 


Ann. Int. Med. 50:1, 1959. 5. ‘ 
Freis, E. D.: In Hypertension, ed. 
by Moyer, op. cit., p. 123. 6. 
Send coupon to: BristoL LaBoratories, Syracuse, New York. Ford, R. V., and Nickell, J.: Ant. 
Med. & Clin. Ther. 6:461, 1959. 
: i 7. Fuchs, M., and Mallin, S. R.: 
Int. Red. Med. 172:438, 1959. 
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- minimal disturbance 
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chemical and psychic 

balance 


- effective control 
of allergic 
and inflammatory 
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At the recommended antiallergic and anti- 
inflammatory dosage levels, ARISTOCORT means: 


* freedom from salt and water retention 


* virtual freedom from potassium depletion (May 3) 1958. 2"Epstcin, J. and: Sher 
negligible calcium depletion Friediaender, A, Antibiotic Med. & Clin. Ther. S313. (ilay) 
+ euphoria and depression rare 
* no voracious appetite — no excessive weight gain 
* low incidence of osteoporosis with compression fracture 9. 


Arthritis & Rheumatism 1:215 (June) 1958. 10. Hartung, E. F.: 
J.A.M.A. 167 :973 (June 21) 1958. 11. Zuckner, J.; Ramsey, R. H.; 


Precautions: With aristocort all traditional precautions to corticosteroid therapy Caciolo, C., and Gantner, G. E.: Ann. Rheumat. Dis. 17 :398 (Dec.) 
should be observed. Dosage should always be carefully adjusted to the smallest 1958. 12. Appel, B.; Tye, M. J., and Leibsohn, E.: Antibiotic Med. 
amount which will suppress symptoms. & Clin. Ther. 5:116 (Dec.) 1958. 13. Kalz, F.: Coned. M.A.J. 
79 :400 (Sept.) 1958. 14. Mullins, J. F., and Wilson, C. J.: Texas J. 
After patients lave been on steroids for prolonged periods, discontinuance must be Med. 54:648 (Sept.) 1958. 15. Shelley, W. B.; Harun, J. S., and 
carried out gradually over a period of as much as several weeks. Pillsbury, D. M.: J.4.M.A. 167:959 (June 21) 1958. 16. DuBois, 
Supplied: 1 mg. scored tablets (yellow) ; 2 mg. scored tablets (pink); 4 mg. 
scored tablets (white) ; 16 mg. scored tablets (white). Kao. Leake, 
J. M. Se. 236:720 (Dec.) 1958. 18. Council on Drugs: J.4.M.A. 
Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 169:257 (January) 1959. 


5 cc. (25 mg./ce.). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 


PRESCRIPTIONS 


have earned 
Peoples Drug Stores 


the 
SQUIBB 


Prescription ard 


™ This achievement reflects 
physicians’ confidence in the 
integrity of Peoples Drug 
Stores Prescription Depart- 
ments and the public’s trust 
in their skilled, registered 
pharmacists. 


DRUG STORES” 
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Raise the Pain Threshold 


Phenaphen with Codeine provides 
intensified codeine effects with 
control of adverse reactions. 


It renders unnecessary (or postpones) 


the use of morphine or addicting 
synthetic narcotics, even in 


many cases of late cancer. 


Three Strengths — 
PHENAPHEN NO. 2 
Phenaphen with Codeine Phosphate 1% gr. (16.2 mg.) 
PHENAPHEN NO. 3 

Phenaphen with Codeine Phosphate 4% gr. (32.4 mg.) 
PHENAPHEN NO. 4 

Phenaphen with Codeine Phosphate 1 gr. (64.8 mg.) 
Also — 

PHENAPHEN in each capsule 
Acetylsalicylic Acid 2% gr. . (162 mg.) 
Phenacetin $8 gr. ....... (194 mg.) 
Phenobarbital %4 gr...... (16.2 mg.) 
Hyoscyamine sulfate..... (0.031 mg.) 


Robins 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Ethical Pharmaceuticals of Merit since 1878 
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PHENAPHEN wits CODEINE | 


Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


e simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


e no cumulative effects, thus no need for difficult 
dosage readjustments 


e does not produce ataxia, change in appetite or libido 


e does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


e does not impair mental efficiency or normal behavior 
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tense 


and 
nervous 


patient 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 
200 mg. sugar-coated tablets; 

or aS MEPROTABS*— 400 mg. 
unmarked, coated tablets. 
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Despite the introduction in recent years of ‘new and dif- 
ferent” tranquilizers, Miltown continues, quietly and. 
steadfastly, to gain in acceptance. Generically and under 
the various brand names by which it is distributed, 
meprobamate (Miltown) is prescribed by the medical 
profession more than any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug, 
evaluated in more than 750 published clinical reports. Its 
few side effects have been fully reported; there are no 
surprises in store for either the patient or the physician. 
It can be relied upon to calm anxiety and tension quickly 
and predictably. 


meprobamate (Wallace) 


WALLACE LABORATORIES / New Brunswick, N. J. 
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when that early Monday morning telephone 


call is from a weekend do-it-yourselfer 


..and this morning, Doctor, my back 
is so stiff and sore I can hardly move.” 2 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


POTENT — rapid relief in acute conditions 


SAFE — for prolonged use in chronic conditions 


notable safety —extremely low toxicity; no known 
contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied — as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
WW) WALLACE LABORATORIES, New Brunswick, New Jersey 


SOMA 


(CARISOPRODOL WALLACE) 
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most appetizing help for 
patients where cholesterol 
depressant diet prescribed 


Wesson’s Chicken Cook Book 
FREE in quantities 
for your distribution to patients 


The enticing variety of dishes offered in ‘101 Glorious Ways to 
Cook Chicken” can help make a restricted regimen less monotonous 
and encourages the patient’s compliance with it. 


The high poly-unsaturated fat content of poultry—prepared in 
poly-unsaturated Wesson—makes it a special help to those on 
cholesterol depressant diets. Happily, too, chicken is moderate in 
calories, universally popular and one of the most economical 
protein foods in the grocery today. 


Recipes for Chicken Rosemary, Sesame, Jambalaya, Pilaf, etc., 
teach scores of new ways to enhance chicken with herbs and 
spices, new combinations with fruits and vegetables, how to use 
sauces and seasonings wisely and well. Careful consideration has 
been given to the choice of ingredients to keep saturated fats 
to a minimum. 


Where a vegetable (salad) oil is medically 
recommended for a cholesterol depressant regimen, 
Wesson is unsurpassed by any readily available brand. 
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CHICKEN SESAME—with its crunchy nutlike flavor from the Indies—is typical of the glorious eating contained in this new Wesson cook book. 


WESSON’'S IMPORTANT CONSTITUENTS 


Wesson is 100% cottonseed oil. . . 
winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 50-55% 
Oleic acid glycerides (mono-unsaturated) 16-20% 
Total unsaturated : 70-75% 
Palmitic, stearic and myristic glycerides (saturated) 25-30% 
Phytosterol (predominantly beta sitosterol) 0.3-0.5% 
Total tocopherols 0.09-0.12% 


Never hydrogenated—completely salt free 
Each pint of Wesson contains 437-524 Int. Units of Vitamin E 


Send coupon for quantity needed for your patients. 


The Wesson People, 210 Baronne Street, 


New Orleans 12, La. 


Please send me .. . free copies of the Wesson cook book 
“101 Glorious Ways to Cook Chicken.” 
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Lown, B.. and Levine. A.: Current Concepts in Digitalis Therapy» 
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a new timetable for recovery: 


GONORRHEA |S ON THE MARCH AGAIN... 


only six capsules of TETREX can cure a male patient with gonorrhea in just one day* 


U.S.PAT.NO.2,791,609 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


TETREX CAPSULES. 250 mg. Each capsule contains: 
TETREX (tetracycline phosphate complex equivalent to 
tetracycline HCI activity) — 250 mg. 

DOSAGE: Gonorrhea in the male—Six capsules of 
TETREX in 3 divided doses, in one day. 


Marmell, M., and Prigot, A.: Tetracycline phosphate complex in the treat- 
ment of acute gonococcal urethritis in men. Antibiotic Med. & Clin. Ther, 
6:108 (Feb.) 1959. 


BRISTOL LABORATORIES, 
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Following determination 
of basal secretion, 
intragastric pH was 
determined 
by means of frequent 
readings over a 
two-hour period. 
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Neutralization 
wih stenderd 3.1 
aluminum hydroxide faster and 
Minutes 20 60 80 100 120 


CREAMALIN 


LABORATORIES 
New York 18, N. Y, 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 


New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘“‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 
ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 
be chewed, swallowed whole with water or milk, or allowed to dissolve 
in the mouth. How supplied: Bottles of 50, 100, 200 and 1000. 


1. Data in the files of the Department of Medical Research, Winthrop 
Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
Pharm. A. (Scient. Ed.) 48: 384, July, 1959. 


for peptic ulcer = gastritis mgastric hyperacidity 
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Beating 
too fast? | 
Slow it 
down with 


Sg E @wP AS ! L Serpasil has proved effective as a heart-slowing agent in the 


(reserpine cea) following conditions: mitral disease; myocardial infarction; 
cardiac arrhythmias; neurocirculatory asthenia; thyroid toxicosis; excitement and effort 
syndromes; cardiac neurosis; congestive failure. Serpasil should be used with caution in 
patients receiving digitalis and quinidine. It is not indicated in cases of aortic insufficiency. 


SUPPLIED: Tablets, 0.1 mg., 0.25 mg. (scored) and 1 mg. (scored). Complete information available on request. 
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the 
night 
combination 


. safe, effective 


antihypertensive therapy 


Rauprote combines two effective antihyperten- 
sive agents— Rauwolfia serpentina for moderate 
tranquillizing and gentle hypotensive effect, 
and Protoveratrines A and B for faster, more 
potent lowering of blood pressure and brady- 
crotic action. The combination produces a 
therapeutic hypotensive effect which is superior 
to larger doses of either drug alone; reduced 
dosage of both components minimizes or elim- 
inates toxic side effects completely.!? 

Clinical studies show the majority of patients 
suffering from significant elevation of blood 
pressure achieve an excellent response to this 
combination.’ 

Rauprote is indicated in management of 
moderate to severe essential hypertension. 


28 


(Rauwolfia serpentina and Protoveratrines A and B combined) 


Supplied: 

In bottles of 100 and 1,000 tab- 
lets, each tablet containing 50 mg. 
Rauwolfia serpentina and 0.2 mg. 
Protoveratrines A and B (alka- 
loids of Veratrum album). 


1. Goodman, L.S. and Gilman, A.: The 
Pharmacological Basis of Therapeutics, 
2nd Ed., Macmillan & Co., New York 
(1955). 


2. Roberts, E.: Four Year Evaluation 
of an Antihypertensive Agent, J. Am. 
Med. Women’s Assn. /3:349 (1958). 


THE VALE CHEMICAL CO., INC. 


Pharmaceuticals since 1922 
Allentown, Pennsylvania 
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Ast 


upper respiratory decongestion 
provides both... 


and bronchial decongestion 


Many hay fever patients also experience chest discomfort. For these patients, 
new ISOCLOR provides relief along the entire respiratory tract. 

COMBéNES the nasal and bronchial decongestant action of d-isoephedrine with 
the histamine blocking action of chlorpheniramine. 

RELIEVES the discomforts of rhinorrhea, itching, sneezing, hyperlacrimation 
and post nasal drip—let s the patient get a full night's rest—with minimal daytime 
drowsiness, CNS or pressor stimulation. 


TABLETS AND SYRUP for adults and children... 
COMPOSITION: Per tablet Per 5 mi. syrup 
Chliorpheniramine maleate 2 mg. 


d-Isoephedrine HCl....... 12.5 mg. ARNAR-STONE 


DOSE: Tablets: One tablet 3 or 4 times daily. Syrup: Children: 3-6 yrs. 
Y tsp. t.i.d.; 6-12 yrs. 1 tsp. t.i.d.; Adults: 2 tsp. t.i.d. Laboratories, Inc. 


AVAILABLE: Tablets: Bottles of 100. Syrup: Pint bottles. Mt. Prespect, Illinois 
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Butazolidin®, brand of phenylbutazone: 

ed, sugar-coated tablets of 100 mg. 

Butazolidin® Alka: Orange and white 
psules containing Butazolidin 100 mg.; 
ied aluminum hydroxide gel 100 mg.; 
agnesium trisilicate 150 
matropine methylbromide 1.25 mg. 


ey, New York 


Butazolidin’ 


brand of phenylbutazone 


Since its anti-inflammatory properties 
were first noted in Geigy laboratories 10 
years ago, time and experience have 
steadily fortified the position of 
Butazolidin as a leading nonhormonal 
anti-arthritic agent. Indicated in both 
chronic and acute forms of arthritis, 
Butazolidin is noted for its striking 
effectiveness in relieving pain, 
increasing mobility and halting 
‘inflammatory change. 
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6 hours or more. MORE THOROUGH RELIEF— permits 
sleep through the night. CONSTIPAT 


Percopan formula with one-half 
deinone and homatropine. 


Literature? Write 


ENDO LABORATORIES 
Richmond Hill 18, New Y 


Percodan 


Salts of Dihydrohydroxycodeinone and Homatropine, plus APC 


AVERAGE LT pose: 1 tablet every 6 hours. May be habit-forming. ral 
PercopaNn® Tablet contains 4.50 mg. dihydrohydroxyco leinone hydro: 
chloride, 0.38 mg. dihydrohydroxycodeinone t thalate, 0.38 mg ma- 


For, in a series of 766 cases of morning 
sickness, seven investigators report ex- 
cellent to good results in 94%.’ More 
than 60 million of these tiny tablets 
have been taken. The formula: 25 mg. 
Meclizine HCl (for antinauseant ac- 


tion) and 50 mg. Pyridoxine HCI (for 


94 to 6 BONADOXIN’stops morning sickness 


When she asks “Doctor, what will it 
be?” you can either flip a coin or point 
out that 51.25% births are male.’ But 
when she mentions morning sickness, 
your course is clear: BONADOXIN. 


metabolic replacement). Just one tablet 
the night before is usually enough. 


BONADOXIN—DROPS and Tablets—are 
also effective in infant colic, motion 
sickness, labyrinthitis, Meniere’s syn- 
drome and for relieving the nausea and 
vomiting associated with anesthesia and 
radiation sickness, See PDR p. 795. 


1. Projection from Vital Statistics, U.S. Govern- 
ment Dept. HEW, Vol. 48, No. 14, 1958, p. 398. 

2. Modell, W.: Drugs of Choice 1958-1959, St. Louis. 
C. V. Mosby Company, 1958, p. 347. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being 
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When summertime 
chores bring on 


LOW BACK PAIN 


Brand of chlormezanone 


relaxes skeletal 
muscle spasm— 
ends disability. 


Wren any of a host of summer activities brings on low back pain 
associated with skeletal muscle spasm, your patient need not be dis- 
abled or even uncomfortable. The spasm can be relaxed with 
Trancopal, and relief of pain and disability will follow promptly. 

Lichtman? used Trancopal to treat patients with low back pain, 
stiff neck, bursitis, rheumatoid arthritis, osteoarthritis, trauma, and 
postoperative muscle spasm. He noted that Trancopal produced 
satisfactory relief in 817 of 879 patients (excellent results in 268, 
good in 448 and fair in 101). 

Gruenberg’ prescribed Trancopal for 70 patients with low back 
pain and observed that it brought marked improvement to all. “In 
addition to relieving spasm and pain, with subsequent improvement 
in movement and function, Trancopal reduced restlessness and 
irritability in a number of patients.”* In another series, Kearney* 
reported that Trancopal produced relief in 181 of 193 patients 
suffering from low back pain and other forms of musculoskeletal 
spasm. 

Trancopal enables the anxious patient to work or play. According 
to Gruenberg, “In addition to relieving muscle spasm in a variety 
of musculoskeletal and neurologic conditions, Trancopal also exerts 
a marked tranquilizing action in anxiety and tension states.’’* 
Kearney* found “. . . that Trancopal is the most effective oral skeletal 
muscle relaxant and mild tranquilizer currently available.” 

Side effects are rare and mild. ‘“‘Trancopal is exceptionally safe for 
clinical use.”* In the 70 patients with low back pain treated by 
Gruenberg,’ the only side effect noted was mild nausea which oc- 
curred in 2 patients. In Lichtman’s group, “No patient discontinued 
chlormethazanone [Trancopal] because of intolerance.”* 


A. 
- 200 mg. (green colored, scored), bottles of = a 
10@4ag. (peach colored, scored), bottles of 1 
Dosage: Adults, 200 or 100 mg. orally three or four i: 
fifteen to minutes lasts from four to six eee 
Pract. J. 4:28, 1958. 2. Lichtman, A. L.: Scien sade 
Exhibit, Internat. Surgeons, Miami Beach Fla., Jan. 
4-7, 1959, 3. : Current Therap. Res. 
} . Kearney, R. D.: Current Therap. Res. 
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whenever there is inflammation, 
swelling, pain 


VARIDASE 


STREPTOKINASE-STREPTODORNASE LEDERLE 


B | Tablet 


conditions for a 
fast comeback... 


5 days of classic therapy after 48 hours of VARIDASE 


as in cellulitis* 


Until VaripAsE stemmed infection, 
inflammation, swelling and pain, neither 
medication nor incision and drainage 

had affected the increasing cellulitis. 

VARIDASE mobilizes the natural healing 
process, by accelerating fibrinolysis, to 
condition the patient for successful primary 
therapy. Increases the penetrability of the 
fibrin wall, for easy access by antibodies 

and drugs... without destroying limiting 
membrane ...and limits infiltration. 
Prescribe VAripAseE Buccal Tablets routinely 
in infection or injury. 

*Innerfield, I.: Clinical report cited with permission, 
VARIDASE BuccaL Tablets contain: 

10,000 Units Streptokinase, 2,500 Units Streptodornase. 


Supplied: Boxes of 24 and 100 tablets 


LEDERLE LABORATORIES, 
A Division of American Cyanamid Company, Pearl River, N. Y. 
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Doctors, too, like “Premarin? 


‘mg doctor’s room in the hospital 
is used for a variety of reasons. 
Most any morning, you will find the 
internist talking with the surgeon, 
the resident discussing a case with 
the gynecologist, or the pediatrician 
in for a cigarette. It’s sort of a club, 
this room, and it’s a good place to 
get the low-down on “Premarin” 
therapy. 


If you listen, you'll learn not only 
that doctors like “Premarin,” but 
why they like it. 

The reasons are fairly simple. 
Doctors like “Premarin,” in the first 
place, because it really relieves the 
symptoms of the menopause. It 
doesn’t just mask them — it replaces 
what the patient lacks — natural es- 
trogen. Furthermore, if the patient 


is suffering from headache, insomnia, 
and arthritic-like symptoms due to 
estrogen deficiency, “Premarin” takes 
care of that, too. 

“Premarin,” conjugated estrogens 
(equine), is available as tablets and 
liquid, and also in combination with 
meprobamate or methyltestosterone. 


Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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: nd like Bayer Aspirin, Bayer Aspirin for Chile = a 
Ontrotied. No other maker submits — 
aspirin to such thorough quality controls as does — 
|. the best tasting aspirin ever made and to ve up 
to the Bayer family tradition of providing the finest 
Bayer Aspirin for Children—1% grain flavored 
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clears ringworm orally regardless of duration 
or previous resistance to treatment 


spares the patient— embarrassment of epilation and 
skullcaps, difficulty and ineffectiveness of topical 
medications, potential hazard of x-ray treatments 


$-428 


: 
. 
CHG 
si 
| 
] 
5 4 
‘ 


Co-Pyronil’ 
keeps most allergic patients 
symptom-free around the clock 


Many allergic patients require only one Pulvule* Co-Pyronil 


every twelve* hours, because Co-Pyronil provides: 


e Prolonged antihistaminic action 
e Fast antihistaminic action 
plus 


e Safe, effective sympathomimetic therapy 


*Unusually severe allergic conditions may require more fre- 
quent administration. Co-Pyronil rarely causes sedation and, 


even in high dosage, has a very low incidence of side-effects. 


Supplied as Pulvules, Suspension, and 
Pediatric Pulvules. 


Co-Pyronil” (pyrrobutamine compound, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, 
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Guest Editorial.... 


The Forand Bill and the Constitution 


HE FORAND BILL recently before Congress would provide “free’’ medical and 


hospital care for Social Security beneficiaries. Curiously, no one seemed to ques- 


tion the constitutionality of that bill, though a few years back the constitutionality 


of the measure would have been considered highly debatable. However, the Constitution 


has not changed, but the Supreme Court is the arm of the Government that has made 


possible such socialistic measures out of harmony with American tradition of states’ 


ights, private capitalism, and individual liberty 


uit 


In January, 1936, the Agricultural Adjustment Act was declared unconstitutional. 


Ihe vote was 6-3, with Stone, Brandeis and Cardoza dissenting against the majority 


opinion of Hughes, Roberts, Sutherland, McReynolds, Van Devanter and Butler. 


Roberts, who wrote the majority opinion, said, “Another principle embedded in our 


Constitution prohibits the enforcement of the Agricultural Adjustment Act. The act 


invades the reserved rights of the states. It is a statutory plan to regulate and control 


agricultural production, a matter beyond the power delegated to the Federal Govern- 


ment. The tax, the appropriation of the funds raised and the direction for the dis- 


bursement are but parts of the plan. They are but means to an unconstitutional end.” 


A few months later, however, in October, 1936, a considerable change came over the 
reasoning of Chief Justice Hughes and Justice Roberts. This time they sided with 
Stone, Brandeis and Cardoza in declaring the Social Security Act unconstitutional. Dis- 
senting, on the grounds the act invaded the rights of the states, were McReynolds, 


Sutherland, Van Devanter, and Butler. Whv the AAA should be declared unconstitu- 


tional and Social Security not is rather difficult to understand. The dissenting Justices 
did not mince any words as to how they felt about the conflict of Social Security with 


the states’ rights concept. McReynolds quoted at considerable length a veto message 


President Pierce sent to the Senate in 1854 regarding a bill which similarly would usurp 
state authority. President Pierce remarked, “Indeed, to suppose it susceptible of any 
other construction would be to consign all the rights of the states and of the people 
of the states to the mere discretion of Congress, and thus to clothe the Federal Govern- 
ment with authority to control the sovereign states, by which they would have been 


dwarfed into provinces or departments and all sovereignty vested in absolute consoli- 


| 


dated central power, against which the spirit of liberty has so often and in so many 


countries struggled in vain. 


“In my judgment you cannot by tributes to humanity make any adequate compensa- 
tion for the wrong you would inflict by removing the sources of power and political 
action from those who are to be thereby affected. If the time shall ever arrive when, 
for an object appealing, however strongly, to our sympathies, the dignity of the States 
shall bow to the dictation of Congress by conforming their legislation thereto, then the 
power and majesty and honor of those who created shall become subordinate to the 
thing of their creation. I but feebly utter my apprehension when I express my firm 


conviction that we shall see ‘the beginning of the end Obviously Presidents Pierce 


and Franklin Roosevelt did not have the same conception of states’ rights. 


Justice McReynolds made the following comments on the Social Security Act: “No 
defense is offered for the legislation under review upon the basis of emergency. The 
hypothesis is that hereafter it would continuously benefit unemployed members of a 
class. Forever, so far as we can see, the states are expected to function under federal 
direction concerning an internal matter. By this sanction of this adventure, the door 
is open for progressive inauguration of others of like kind under which it can hardly 
be expected that the states will retain genuine independence of action. And without 
independent states a Federal Union as contemplated by the Constitution becomes 


impossible.” 


In his dissent, Sutherland states, “But the question with which I have difficulty is 
whether the administrative provisions of the act invade the governmental administra 
tive powers of the several states reserved by the Tenth Amendment. A state may enter 
into contracts: but a state cannot, by contract or statute, surrender the exe ution, or a 
share in the execution, of any of its governmental powers either to a sister state or to 
the Federal Government, any more than the Federal Government can surrender the 
control of any of its governmental powers to a foreign nation. If we are to survive 
as the United States, the balance between the powers of the nation and those of the 
states must be maintained. The threat implicit in the present encroachment upon the 
administrative functions of the states is that greater encroachments, and encroachments 
upon other functions, will follow.” Certainly the Forand bill is an example of such an 


encroachment. 


Butler concluded his dissent with the statement, “The terms of the measure make it 
clear that the tax and credit device was intended to enable federal officers virtually to 
control the exertion of powers of the States in a field in which they alone have juris- 


diction and from which the United States is by the Constitution excluded.” 


It seems regrettable that the Democratic candidates for the presidential nomination, 
by backing the Forand bill, plan to further emas¢ ulate the concept of states’ rights. In 
this connection it is interesting that few if any Southern political leaders point out this 
proposed intrusion on states’ rights. One hundred years ago the South engaged in a 
bitter war over the concept of states’ rights. Now the states seem to be virtual nonentities 
in comparison with the Federal Government. 


James K. Hatt, Jr., M.D. 


Dr. Hall is a member of the staff of Westbrook Sanatorium, Richmond, Va. 
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Uterine Cancer 


Failure to appreciate the limita- 
tions of some diagnostic tech- 
niques has led to radical pelvic 
surgery where no cancer existed. 
In the case where cancer does ex- 
ist, simple panhysterectomy has 
often proved inadequate for cure. 


cae INTRODUCE A DISCUSSION with such 
an apparently critical title might seem to in 


dicate an unduly critical attitude on the part of the 


author. However, this is not necessarily true when 


one reflects that hospital staffs have so-called “tissue 


committees’, “record committees’ and morbidity 


conference where professional shortcomings are dis 
| 


cussed openly, frankly and critically without in- 
dulging in personalities or recriminations. Their 
purpose is disarmingly simple, viz.: to maintain and 


help improve professional proficiency and thereby 


prot t our patients 


Nevertheless a presentation such as th 


best, a dangerous unde rtaking, larly if 


particular 
designs to engage in petty exceptions and minutiae 
about which there may be bona fide cause for general 
disagreement or if prof ssional jealousy and persona 


aggrandizement become motivating factors, for it 
has been said that “criticism is a studv by which 
men grow important and formidable at very small 
expense” 


If the “ill-advised surgerv™” to which I wish to 


call attention represented merely an isolated example 


From Department of Surgery, University of Oregon, 
Medical School 
Presented at a meeting of The Society of Pelvic Sur- 


geons and the 3ist Annual McGuire Lecture Series, 


Medical College of Virginia, Richmond, Virginia, October 
24, 1959. 


VoLuME 87, 


Jury, 1960 


Ill-advised Pelvic Surgery for 


KARL H. MARTZLOFF, 


Portland, Oregon 


M.D. 


or an uncommon observation, then this discussion, 
for all practical purposes, would be pointless. Also, 
I am sure that all of us, on occasion, have committed 
surgical blunders which we would like to forget. 
Particularly are such errors prone to occur when 
one is attempting to develop a new or altered ap- 
proach to a bothersome or unresolved surgical prob- 
lem. However, time, study and experience will correct 
this, for here one is dealing with an obviously cal- 
culated risk undertaken for a definite objective. But 
it is neither this nor the exceptional surgical faux pas 
which I have in mind. Rather, I wish to discuss 
briefly those occurrences where some of the well 
recognized anatomical and pathologis concepts of 
cancer surgery are ignored and violated with seeming 
regularity 
In my opinion the performance e of an “ill-advised” 
operation, of the type to which I have just referred, 
is a reflection of the surgeon’s training, experience, 
judgment, emotional stability and diligence, rather 
than his integrity. 
his is not meant to infer that ill-advised therapy 
is confined to the field of surgery, for it can and 
does occur in all fields of medicine. However, where 
surgery is involved the setting is more dramatic, 
any failure, more tragically conspicuous. 
In order to approach this presentation analytically 


and graphi illy, illustrative recent case histories of 


patients from my own current private practice have 
been used. It seemed to me that for our purpose, 
since most of you are in private practice, this would 
personal and pertinent than a 
cumulative statistical survey. Therefore, to bring our 
discussion into sharper focus, I have divided this 
material into two general categories in order to 
illustrate more specifically what we mean by: (1) 
unnecessary surgery and (2) inadequate surgery. 

\ group of eleven recent patients forms the nucleus 
for this commentary and, with one exception, they 
represent individuals who had had their original 
operations elsewhere. In listing these patients in 
the two proposed classifications, I realize that others 
using the same material might have made different 
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dispositions, different interpretations and arrived 
at different conclusions. 


UNNECESSARY OR EXCESSIVE SURGERY 


Three patients were placed in this category, and 
the reason for this will become readily apparent, 
viz: Case 1, Concerns a patient on whom a prelim- 
inary exfoliative cytology study with the Papanico- 
Without 
further study a panhysterectomy was done. No can- 


laou technic revealed a Class V_ smear. 


cer or carcinoid change (cancer-in-situ) was found 
in the operative specimen. Case 2. Preliminary 
Papanicolaou smears were rated as Class V. Diag- 
nostic curettage and conical excision of the cervix 
revealed no suggestive neoplastic cytology. However, 
conventional panhysterectomy was performed. The 
operative specimen revealed no neoplasm. Case 3. 
Exfoliative cytology study with the Papanicolaou 
Material 
obtained by curettage was irrelevant. Material for 


technic revealed Class 4 and 5 smears. 


biopsy from a conization of the cervix showed some 
cytologic atypism but nothing suggestive of intra- 
epithelial carcinoid change (cancer-in-situ). Pan- 
hysterectomy produced a uterus free of demonstrable 
neoplasia. Post-operative vaginal smears for cy- 
tology were rated as Class 3 and 4. Tissue for biopsy 
from the vaginal vault was insignificant, except for 
one section, which showed some cellular atypism; 


therefore, col pec tomy was performed. 


COMMENT 


The management of the three patients whose ex- 
periences have been recited briefly illustrates, I be- 
lieve, three important and disturbing considerations. 
First, is the profound emotional impact which a 
Class 4 or 5 Papanicolaou smear produces on some 
physicians and the misuse of the information a 
Papanicolaou smear is supposed to convey. This is 
not meant as a criticism of exfoliative cytology, but 
it does reveal an alarming misunderstanding of its 
purpose and failure to appreciate the pitfalls which 
these technics possess. Second, the management of 
these patients shows a complete disregard and rejec- 
tion of the basic diagnostic value of studies made 
on tissue obtained for biopsy by excision in compari- 
son with exfoliative cytology. Indeed, Case 3, re- 
veals the almost hysterical reaction of a clinician 
to suspicious smear findings and to minimal cytologic 
alteration in the biopsy material. In my experience 
material obtained properly and in adequate amounts 
for histologic study should in all but the exceptional 
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instance provide sufficient evidence on which to base 
an acceptable definitive diagnosis. 

Finally, these occurrences continue to illustrate, 
unfortunately, a persistent blind faith, particularly 
when the problem of cancer-in-situ arises, in the 
ability of conventional panhysterectomy to compen- 
sate for and rectify any error involved in overlooking 
The shaky 
premise of this assumption is illustrated by our sec- 


a coexistent, but unrecognized cancer, 


ond group of patients whom we present under the 


heading of our second category. 


INADEQUATE SURGERY 


Eight patients comprise this group. These, with 
two exceptions, have been under observation during 
the past few months. All had uterine cancer, and 
they illustrate clearly the problem we wish to present. 
Five were operated because they had cervical cancer 
and one for adenocarcinoma of the corpus uteri. A 
conventional panhysterectomy without removal of any 
appreciable amount of vagina was done on each 
patient. One of these, additionally, had a_ pelvic 
node dissection, although the uterine resection re- 
moved no recognizible vagina anteriorly. 

In two instances (Cases 4 and 6) panhysterectomy 
was done without definite preoperative recognition 
of coexisting cancer, Case 4 represented an instance 
of cancer-in-situ. where suspicion, initially, was 
aroused by Papani olaou smears. Curettage revealed 
cancer-in-situ. Tissue for biopsy obtained by conical 
Neverthe- 


less, panhystere¢ tomy was performed, because of the 


excision of the cervix proved irrelevant 


previously demonstrated intraepithelial carcinoid 
change. The operative specimen, however, revealed 
a small but unmistakable epidermoid cancer in the 
general vicinity of the external os, an area that should 
have been included in any properly executed conical 
excision and, therefore, available for biopsy. 

The other instance (Case 6) revealed unsuspected 
epidermoid cancer in the cervical canal when the 
specimen was examined in the laboratory. This 
patient was observed regularly by her physician for 
six and two-thirds years before vaginal recurrence 
became manifest. 

Now the purpose of this review is to emphasize 
and explain a few fundamental concepts which, in 


my opinion, have been violated with resultant or 


potential tragic consequence to these patients by 


employing simple panhysterectomy as a form of de- 
finitive cancer therapy. In stressing the foregoing we 
do not mean to deprecate other important facets in 


the operation for uterine cancer. However, at this 
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point and for purposes of emphasis we wish to nar- 
row our discussion to the single consideration of 


hysterectomy as a possible acceptable phase in the 


surgical treatment of uterine cancer. 


Fig. 1\—(A) Appearance of adequately removed cone- 
shaped specimen. (B) specimen split anteriorly and (a) 
Strato-columnar epithelial junction. Obtaining of such 
a specimen requires good exposure, accurate dissection 
and proper hemostasis. Drawn from fresh operative 
specimen which histologically showed cancer-in-situ. No 
further treatment. Eight years later panhysterectomy 
for enlarging myomatous uterus. Operative specimen 
showed no suggestive carcinoid changes 4733) 
(Martzloff. West. J. Surg. 67: 160, 1959). 


In the early days of the operation for cervical 
cancer, when the importance of vaginal resection 
was not recognized, it was well known that one of 
the most common sites for postoperative cancer re- 
manifestation was the vaginal vault. To illustrate 
this discouraging and generally fatal complication 
Winter, for example, reported 54 local recurrences 
among 58 who developed post-cperative remanifesta- 
tion of cancer, while Pfannenstiel and Henkel re- 
ported respectively 83 per cent and 64 per cent 

Likewise the complicating and concomitant in- 
volvement of the vagina by cervical cancer had long 
been recognized and described by Ruge and Viet 
(1882) by Cullein (1900), by Schottlaender and 
Kermauner (1912) and many others. In fact, Ker- 
mauner (1928) stated that only by more extensive 
vaginal resection could he reduce the incidence of 
vaginal recurrence in his clinic. 

Now what do our eight illustrative cases reveal 
in this regard. Four developed macroscopic cancer 
in the vagina 10, 10, 624 and 114 years after simple 
panhysterectomy. Another patient (case 5) following 
reoperation five months after simple panhysterectomy 
for cervical cancer, showed mic roscopic cancer in the 
wall (Fig. 3) of a grossly normal appearing vagina. 
Panhysterectomy had been preceded two years before 
by radium and x-ray therapy. Therefore, five pa- 
tients with cervical cancer revealed cancerous vaginal 
involvement from five months to 10 years after being 


treated by simple panhysterectomy. 


VoLuME 87, JuLy, 1960 


Of the other three patients one, (Case 1) a nulli- 
para, with a verified cervical adenocarcinoma is 
now living and well 14 years after vaginal panhys- 
terectomy (at age.24) where little if any vagina was 


ymph v.case Il 
v caseX 
casex 


Fig. 2—Redrawn from Asserato’s description showing 
schematically site of intramural microsopic vaginal 
spread of cancer in 6 of the 12 operative specimens of 
Doederleins. (Lewis-Walters Practice of Surg. Vol. 10, 
Chap. 14). 


removed and no paravaginal incision was used to 
facilitate the operation. 

The other two patients (cases 3 and 4) were op- 
erated during the past 18 months and show no re- 
currence. 

These eight cases illustrate and reconfirm: (1) 
the high incidence of complicating vaginal cancer 
following simple panhysterectomy for cervical cancer 
(2) the remarkable biological latency of some can- 
cers as illustrated by cases 6,7 and 8, and, (3) the 
profound shortcomings of simple panhysterectomy 
for effectively controlling uterine cancer. Case 1, 
however, illustrates the curability of an occasional 
patient by an operation that falls far short of ful- 
filling what one might consider acceptable basic 
requirements. 


ANATOMICAL CONSIDERATIONS 


An explanation of the cause of vaginal remanifes- 
tation of uterine cancer and the consequent need of 
removing a large segment of normal appearing vagina 
in order to prevent this has been clearly demonstrated 
by the studies of Henkel (1907), by Assereto (1907 ) 


and is well illustrated by our Case 5. Assereto’s 
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Case W 
3 
Lymph v: BA 
case 
eaeLymph v. 
ex case TY 
6! A 


far 
wh 
Fi 3—Intramural vaginal cancer metastases at (a) in 


grossly normal appearing vagina from our case § 
Cummings—46371 


excellent serial section studies Doederlin’s Clini 
showed microscopic vaginal submucosal metastases 

12 operative specimens of cervical cancer 
Furthermore the anatomical basis for this is well 
shown in Poirier, Sappey and 


others on i] circulation 


Briefly, the 


lymphati 


ulation of the cervix and 


Juxta-cervical qanglion 


proximal vagina is composed of a close and appar- 
ently freely anastomosing lymphatic network which 


evidently facilitates interstitial spread of cervical 


cancer to the vagina. 


Ihe foregoing observations emphasize the well 


recognized importance of applying to uterine cancer, 


in so far as possible, the same concepts that are 


observed in the surgical treatment of cancer in 


general. 


For uterine cancer adequate surgical treatment, 


therefore, implies not only removal of the entire 


uterus and adnexa but, additionally, as a minimal 


acceptable procedure resection of a long segment of 
the vagina together with the paracolpium and para 


ly 


metrium at the pelvic wall. Failing this, pelvic node 


dissection more than likely becomes a fruitless en 
deavor, although always a good conversation piece 


As previously 


intimated our purpose here has 


to emphasize, primarily, one phase of the prob 
lem, namely, the clinical experiences and the ana 
that make 


In general this and th 


tomical « erations idequate vaginal 


resection essential necessary 


dissection leading up to it are the most difficult part 


of the radical procedure. However, barring an occa 


sional exception, adequate resection will prevent the 


} 


serious vaginal complication which simple panhys 


terectomy invites 


SUMMARY AND CONCLUSION 


foregoing observations, designed to illus 


» examples of either excessive or inadequate sur 


Fig. 4+—Illustrating anastomosing lymphatics of distal uterus and proximal vaginal which 


probably explains facility of intramural spread of cervical cancer to vagina. 
Anatomie Humaine by Testut et Latarjet, 1949). 


Traite’ D’ 


(Redrawn from 
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gery have been made on a current group of patients 
in the private practice of one individual 

2. Three patients of this group were subjected to 
panhysterectomy on the basis of wholly inadequate 
anatomical evidence, thus representing unnecessary 
or excessive surgery. 

3. The remaining eight patients had uterine can- 
cer. All were subjected to simple panhysterectomy. 
One is cured, and five, after varying intervals, 
showed residual or recurrent vaginal cancer 

4. The anatomical basis for recurrent vaginal 
cancer is discussed and the reason for the inadequacy 
of simple panhysterectomy for the cure of uterine 


cancer 1s shown. 


5. A consideration of vaginal cancer-in-situ and 


rimary vaginal cancer have been omitted purposely 
pur] 
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Candidates for Hypertension 


The highly nervous, overactive type of person 


probably blood 


not any more susceptible to high 
pressure than his calmer contemporary, according 
to a Cleveland physician. Dr. Irvine H. Page, 
director of research of the Cleveland Clinic Founda- 


Today's He 
the American Medical Association, that 


tion, said in an article in the June 


publish d by 


there are “many highly nervous, overactive persons 


who don't have any hypertension 


n many patients, the hypertension is com 
ing from the kidneys and not from their nervous 
systems. This is an important, newly-discovered 
facet of the disease.” 

We now realize that many persons whose high 
blood pressure was believed due to an unknown caus 
actually have a kidney ailment of a tvpe that can 
be corrected surgically 

Dr. Page said he believed that generally the kid 
ney is responsible for more hypertension than any 
other single system of the body. He also pointed out 
that while the kidney can provoke high blood pres 
sure it can also control it 

“The kidnev is the provoc ative organ in the sense 


that we believe it secretes an enzyme which acts on 
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a constituent in the blood to produce a third sub- 
stance, which we call angiotensin. We think angio- 
tensin is the cause of high blood pressure of kidney 
origin, or at least part of the mechanism which 
causes this condition. As a protective organ, the 
kidney has a means of destroying this blood pressure 
raising principle.” 

He doubted that there was a very close relation- 


ship between the incidence of high blood pressure 


and the so-called strains of modern-day living. 

“Stress, of course, is a very difficult thing to eval- 
uate. What is stress to one person 1s not stress to 
another. So it is awful hard to assume, for instance, 
that our generation is under more stress than any 
other generation.” 

Considering past generations, there must have been 
stresses during the Wars of the Roses “and it must 
have been pretty stressful trying to build a pyramid 
in ancient times.” 

Hypertension is well on the way toward being cor- 
rected and in some cases the causes successfully 
treated. However, the disease still is in “a very 
active phase of research” and “we have a long way 


to go to complete our understanding of it.” 
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Advantages and Risks of Preserving the Ovary 


Malignant tumors of the ovary 


may be prevented by prophylactic 
removal of both ovaries at the time 
of pelvic laparotomy. There are 
other considerations, however, 
that in some patients make the 
risk of future malignancy more 
acceptable than the consequence 


of castration. 


MONG SURGEONS, the obstetrician-gyne- 

cologist can be expe ted to favor conservation 
of tissues essential to reproduction, Such a tradi- 
tionally conservative point of view is however not 
always evident in our management either of gyne- 
cologic dysfunction or of pelvic pathology. 

When surgery seems indicated, particularly among 
older patients, we are likely to consider the advan- 
tages of the removal of an adnexa, the uterus or the 
uterus and both adnexa even though they appear 
normal and obviously capable of continuing func- 
tion. Such prophylactic removal may seem advisable 
because of the probability that preservation of these 
tissues may seem to predispose our patients to disa- 
bility, repeated pelvic surgery, possibly even malig- 


nancy and the risk of death at a relatively early age. 


DEFINITIVE PELVIC SURGERY 
Our teaching hospitals have trained many general 
surgeons and gynecologists to operate well. Some of 
these capable surgeons have emphasized the evils 
inherent in repeated pelvic laparotomies and as a 
result, the concept and philosophy of so-called “de- 


finitive pelvic surgery” seems to be gaining many 


‘ advocates. What do we mean by definitive pelvic 


surgery? If, the first time pelvic laparotomy is indi- 


cated, you believe that a total hysterectomy, removal 

Presented in the McGuire Lecture Series of the Medical 
College of Virginia to The Society of Pelvic Surgeons 
Richmond, October 22, 1959. 
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of both ovaries and both tubes as well as the appen- 
dix is advisable, regardless of whether both adnexa 
and the uterus show evidence of pathology or not 
such a complete pelvic operation may be regarded 
as “definitive pelvic surgery”’. 

Chester Clark! and others have emphasized that 
the inadequacies of conservative surgery have become 
increasingly evident in the last two decades. Tyrone® 
concluded that the inadequac ies of an initial pelvic 
laparotomy contributed to 41.6 per cent of the 1,048 
hysterectomies he reviewed. Since Clark’s report had 
indicated that within a three-year period surveyed, 
10 per cent of the 554 total hystere tomies performed 
on his service were performed to relieve discomforts 
persistent since an earlier “incomplete” operation, he 
concluded that 6.5 per cent of all their pelvic lapa 
rotomies seemed indicated because of the persistence 
of complaints unrelieved after an initially “incom- 
plete” pelvic operation 

Today it is evident that rather wholesale “defini- 
tive” removal of the females reproduc tive organs may 
be elected; whenever inflammatory disease seems to 
indicate laparotomy, when fibroids or bleeding indi- 
cate a hysteres tomy, when postmenopausal bleeding 
indicates a curettage, or when postpartum hemorrhage 
or the advisability of postpartum sterilization war- 
rants consideration of hysterectomy or tubal ligation. 
There is neither time nor is this the place to discuss 
the advisability of a hysterectomy in the management 
of any of these conditions. We are here, however, to 
object to the thought that if it is a good idea to 
remove the uterus for any one of those indications, 
it is an even better idea, and a forever to be 
appreciated service to your patient, to take out both 
tubes and both of her ovaries as well—‘‘so that 
she will never again have any trouble in her pelvis”. 
The advantages claimed are likely to be realized 
in the patient’s future, when the women so operated 
can at least assure any doctor examining her, that 
lower abdominal pain cannot then be due to a cystic 
or hemorrhagic ovary, to a recurring pelvic inflam- 
mation or to the development of endometriosis. 

We should, of course, take into consideration how 
the patients subjected to complete or definitive pelvic 


surgery feel about the results. Clark has also been 
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interested in this aspect of the problem, and has 
reported a follow-up of 215 of the women subjected 
to complete removal of the adnexa and uterus at the 
time of a first indicated pelvic laparotomy. Clark 
believed that the control of the patients complaints 
should be considered good in 95 per cent of such 
cases. He also observed that the atrophic changes 
in the genitalia, urinary tract, breast, skin and bone 
could all be prevented or relieved by the administra- 
tion of estrogens “as long as they seem indicated” 
and emphasized that changes in libido following 
hysterectomy seem to have no relationship to whether 
the ovaries are preserved or removed. Among the 
215 castrates Clark considered, he found only five 
who admitted a loss of libido following their opera- 
tion and stated that the symptoms attributed by many 
to the loss of their ovaries seemed unrelated to estro- 
gen deficiency and were not relieved by the admin- 
istration of estrogens. 

We do not deny that too many women have been 
operated for conditions not relieved by or developing 
after their first pelvic laparotomy. ‘The newer sup 
portive measures now available do permit more ex- 
tensive operations with little if any increased risk 
to the patient. The now universally available, con- 
venient to take and relatively inexpensive hormone 
preparations for ovarian replacement therapy may 
eliminate many and perhaps all of the disadvantages 
of castration. Perhaps, if all the eventual injury to 
ureters and bowel (more likely in reoperations for 
incompletely removed benign pelvic disease) could be 
added to the relatively innocuous sequelae of most 
adnexal or uterine excisions then the complications 
chargeable to such initially incomplete but eventually 
repeated pelvic operations would certainly exceed 
those reported when total hysterectomy and bilateral 
adnexal removal are employed as a routine procedure 


whenever the uterus or one adnexa need be removed. 


ADVANTAGES OF PRESERVING 
THE OVARY 

Does it not seem advisable however to also give 
consideration to the question of how much the ovary 
may be worth to the woman—after 25, or 35 or even 
45 years of age? Does the ovary have a function 
even after the cessation of menstruation ? 

Those who advocate routine prophylactic removal 
of the ovaries, are likely to do so with the thought 
that they are removing the ovaries at an age when 
function of the tissue need no longer be considered 
Much evidence indicates however that the 


ovary 
continues to produce at least estrogens after the 


VoLUME 87, JuLy, 1960 


menopause. Though the amount and significance 
of such postmenopausal function must vary consider- 
ably among individuals the advantages of maintain- 
ing some estrogenic effect as women grow older may 
eventually be recognized as a matter of the utmost 
importance. Changes due to a lack of estrogenic 
effects have been reported** to result in arterioscle- 
rotic disease and increasing hypertension as well as 
discomforts and disabilities to a point of eventually 
shortening the lives of some of the individuals so 
affected. 

It is well to remember that ovarian removal and 
the withdrawal of estrogens should not be consid- 
ered one and the same, for the effects are often not 
the same. A number of reported studies indicate 
that the production of estrogens by the so-called extra 
pelvic sources is appreciable. Such extra ovarian 
sources of estrogen are not constant or predictable, 
however, and as a result, the effects of ovarian re- 
moval are not predic table either. We have observed 
that the so-called extra pelvic sources of estrogen 
do seem able to protect more than 50 per cent of 
castrated women from the development of athero- 
sclerosis and osteoporosis, and from the dysfunc- 
tions and discomforts incident to the development 
of atrophic epithelial changes in the buccal, naso- 
pharyngeal and genito-urinary membranes. An im- 
pressive number of the castrates we see however do 
not seem as comfortable nor as happy as the patients 
Clark described. The purely objective evidences of 
estrogen deficiency are not the only complaints likely 
to be voiced by women whose ovaries are removed 
“prophylactically”, even when hysterectomy has un- 
questionably been indicated. At least in our patients 
the psychological, subjective consequences of ovarian 
removal often seems to produce more apparent disa- 
bility than do the degrees of atrophic tissue change 
which may later develop. 

The reported evidences of ovarian function after 
the menopause would be a matter of more or less 
academic interest, if it were not for the fact that 
the operation of hysterectomy is now so frequently 
employed. It is also true that prophylactic removal 
of the ovaries would not be as likely to be considered 
nor as frequently done if the ovaries were as difficult 
to remove as the adrenal or the pituitary glands. 
Perhaps it is unfortunate that removal of the ovary 
involves so little risk to the patient, and that oopho- 
rectomy requires but the simplest of surgical tech- 
nique. 


RESECTION OR OOPHORECTOMY 


Indications for oophorectomy were not a problem 
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when the risks of surgery were always justified by 


tumors so large as to be obvious on examination. 
Today, however, we are more frequently obliged to 
decide whether enlargement is sufficient to indicate 
pathology rather than dysfunction, when suspected 
dysfunction indicates ovarian resection rather than 
ovarian removal, and when if ever, removal of a 
normal ovary or normal ovaries seems justified. 

Is ovarian removal necessary to minimize the like- 


lihood of further disal 


when laparotomy seems 
indicated for pelvic inflammatory disease? How 
completely should the reproductive organs be removed 
when a young woman has a granulosa cell tumor, a 
dysgerminoma, or a teratoma apparently limited to 


one ovary? When other pelvic surgery is indicated 
and the patient is approaching the age of her cli 
macteric, should her normal appearing ovaries be 
removed in order to prevent the possible later de- 
velopment of ovarian malignancy? Certainly hospital 
tissue committees would like to know when removal 
of seemingly normal ovarian tissue is justified. 
Consideration of this problem might well start 


with the admission that when enlargement of the 


ovary is suspected or evident on examination, the 
patient's age does make a difference. Cystic dys- 
functional enlargements are not likely in older women 
and this possibility should not be suspected after 
the menopause. When the woman is younger, how 
ever, dysfunctional cystic enlargement of the ovary 
is most likely to be found, particularly when men 
strual irregularities have also been reported. The 
tendency of such non-neoplastic cystic ovaries to 
undergo spontaneous regression is well known. Re 
examination after a few weeks is always advisabl 
before making a decision as to the probable nature 
of a small cystic tumor in a younger woman 

We would emphasize also, that the resection of 
relatively small, cystic ovaries is not advisable when 
» patient complains only of pain. Admittedly there 
are complaints which do justify laparotomy for re- 
section of the cystic, dysfunctionally enlarged ovary, 
but only when the clinical criteria of specific types 
of dysfunction seem satisfied, is the splitting, wedging 
or resection of cystic ovaries likely to prove beneficial 
While dysfunctional cystic enlargement of the ovaries 
in the Stein Leventhal syndrome does warrant resec- 
tion, particularly of the medullary central portion of 
the ovarian tissue, complete removal of one or both 
ovaries is certainly not indicated. There is no es- 
tablished indication for oophorectomy in the treat- 
ment of dysfunctionally enlarged ovaries. 


When a cystic feeling mass no larger than 5 or 
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6 cm. in diameter has been discovered in a patient 
less than 40 years of age, the tumor might well be 
regarded as dysfunctional and self-limited, at least 
until additional time and reexamination suggests per- 
sistent enlargement and the probability of a true 
neoplasm. 

Even In younger women however, as soon as 
ovarian enlargement seems progressive or has been 
observed to persist throughout several menstrual 
cycles, a true neoplasm should be suspected Lapa 
rotomy ts indicated when repeated examination sug 
gests that enlargement of the ovary is neoplastic 

How extensive an operation is indicated when a 
cystoma or one of the rarer but benign looking 
apparently solid neoplasms has replaced one ovary 
We should first decide when it would be permissible 
to attempt resection of the neoplasm from the ovary 
saving any portions of ovarian tissue which a 


ppear 
uninvolved and adjacent to the periphery or capsular 


distribution of the blood supply, and second, when 


to remove both ovaries be 


ause of the probability of 
the bilateral occurrence of this tumor or the eventual 


he opposite ovary 


development of other pathology in t 

Ovarian resection takes more time and does not 
appear to be the surgically neat procedure apparent 
when oophorectomy is performed. Nevertheless, a 
cyst so large as to apparently replace the entire ovary 
will sometimes be found to permit excision of the 
neoplasm along with preservation of considerable 


the 


ovarian tissue. It is most essential to preserve 

te } 7 herpir ill 
outer Capsular portions of the ovary for therein will 
be the blood supply. Recognition of the type of 
cystoma, and knowledge of the potentialities of the 
neoplasm as regards the possibilities of malignancy 


+} 


and the chances of bilateral 


occurrence are essential 


bye fore we can de« ide whe t] 


er resection or oophore« 
tomy is indicated 

When an adenocystoma involves only one ovary, 
have not observed post op rative evidence of 
peritoneal implantation or the accumulation of free 
fluid following the accidental spill of the contents 
of a benign cystoma at the time of operation, if ex 
tension through the capsule of the tumor and implan 
tation onto adjacent pelvic peritoneum had not al 
ready occurred spontaneously before operation We 
have observed the postoperative development of 
pseudomyxona peritonei, but only in those cases in 
which papillary implantation outside the capsule of 
the cystoma was evident the first time the abdomen 


Was opened. 
RISK OF BILATERAL OCCURRENCE 


When complete removal of an ovary seems indi- 
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cated to remove a unilateral tumor, the ultimate 
chance of the same or a different type of neoplasm 
developing on the other side is often considered to 
suggest the removal of the second ovary on a pro- 
phylactic basis. This decision will always be in- 
fluenced by the patient's age and to a considerable 
extent by the social and economic factors concerned. 
A second period of disability and hospitalization 
would prove a real hardship for the middle-aged 
woman supporting herself, whereas reoperation for 
pathology in a remaining ovary would be little more 
than an inconvenience for the housewife and mother 
whose family are willing and able to provide her 
with every opportunity for an agreeable convales- 
cence 
Primary carcinoma of the ovary involves both 
ovaries simultaneously in more than half of the cases 
reported. Therefore, when ovarian neoplasms are 
bilateral the possibilities of malignancy must be 


considered the matter of first importance. 


Taste 


BENIGN OVARIAN CyYsSTOMAS 
INCIDENCE OF BILATERAL OCCURRENCE 


Dermoids Simple Pseudomucinous Serous 


Cystomas Adenocystomas 


10-12% 6-9% 7-9% 


Adenocystomas 
12-18% 


*Data pooled from (4a) and (6). 


Table I indicates the frequency with which we 
will have to decide at operation, whether bilateral 
tumors are malignant or benign. Obviously it would 
be a mistake to handle all bilateral tumors as though 
they were malignant for approximately 12 per cent 
of dermoids are bilateral and they are most frequently 
found at a younger age, when preservation of a part 
of each ovary may be most desirable. In older women 
however, when the appearance suggests bileteral 
cystadenoma, even if there should be no evidence of 
implantation outside the ovarian capsule when the 
abdomen is opened, we believe it is advisable to make 
an attempt to remove both cystomas and the adjacent 
ovaries without rupture of the cyst wall or spill of 
its content. 

The majority of benign ovarian tumors develop so 
slowly there seems little chance of eventual growth 


of a neoplasm in an “other” ovary that looks normal 
at the time of an initial laparotomy for a benign 
cystoma. Such faith is based on the belief that by 
the time the patient’s one ovary has developed a 
grossly appreciable tumor, her second ovary—if it 
appears normal on bisection, is not likely to develop 
a neoplasm in the future. 


Particularly when prophylactic removal of an un- 
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involved ovary may not be considered advisable, the 
very fact that both ovaries may not be simultaneously 
involved, and that a normal looking “other” ovary 
may later develop a neoplasm, has long seemed to 
indicate careful palpation of any ovary that is to 
be preserved and its bisection, even when it appears 
normal, in order not to overlook beginning pathology 
in that side. The follow up data reported in Table 2 


Tasie 2 
179 Cases Arter UNILATERAL OopHORECTOMY 
FoR BENIGN OVARIAN CyYSTOMA 


all followed not less than 10 years) 


When first After Preserved “other” 
ovary removed interval ovary removed 

because of of because of 
Dermoid § years Dermoid 


Dermoid 6 years Pseudomucinous 


cystoma 


Dermoid 


10 years Dermoid 


Simple Cystoma 3 years Endometrioma 


Simple Cystoma 3 years Simple cystoma 


Simple Cystoma 5 years Simple cystoma 


Simple Cystoma 5 years Fibroma 


Simple Cystoma 18 years Cystadenocarcinoma 


Adenocytomas 


Pseudomucinous 4 years Simple cystomas 
Pseudomucinous 
cystadenocarcinoma 

9 vears Pseudomucinous 


adenocystoma 


Serous 5 mo. Serous 


cystadenocarcinoma 
9 years Serous 
cystadenocystoma 
10 years Papillary serous 
cystadenocarcinoma 
has convinced us that a similar or different type of 
neoplasm may ultimately indicate removal of the 
patients remaining ovary after a surprisingly long 
interval. To date however we have not observed late 
development of a neoplasm if the ovary looked nor- 
mal at the time of bisection, though it is evident that 
we cannot predict when a preserved ovary is no longer 
likely to develop pathology. 

What is a single “preserved” ovary worth? Em- 
ploying basal body temperature curves and histologic 
studies of the endometrium, Whitelaw’ has suggested 
that in a majority of cases normal ovarian activity 
can be quite satisfactorily taken over by the one 
ovary remaining after unilateral oophorectomy. The 
survival and function of ovaries preserved at the 
time of hysterectomy has also been studied by Liv- 
ingston® who concluded that the menopause is not 
premature when the ovaries are preserved. 


Our impression as to the probability of reoperation 
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for a neoplasm in the preserved “other” ovary, ob- 


viously depends upon how long we follow our patients 
before we reach a conclusion. In 1951* we reported 
a 2.3% incidence of reoperation for a tumor in the 
preserved “other” ovary among women followed after 
unilateral oophorectomy for removal of a benign 


ovarian cystoma. 


Dysfunctional cystic enlargements, including endo- 
metriomas of the ovary, have not been included in 
this study. Dermoids and adenocystomas have been 
regarded as the major problem—for reasons with 
which we are all familiar. 

In 1951 the majority of the patients reported had 
been followed not longer than 5 years. Again at this 
time, we could report a relatively low figure for reop- 
eration by the observation that among 271 women be- 


} 


ing followed after removal of one ovary for a benign 


‘ 


adenocvstoma only 10 or 3.7°¢ have to date developed 


a tumor indicating removal of their remaining ovary. 


From the data in Table 3 however it is evident that 
3 


179 CAses ArTer UNILATERAL OopHORECTOMY 
For BENIGN OVARIAN CyYSTOMA 


all followed not less than 10 years 


Neoplasm Indicating Removal Of The Preserved 


Other” Ovary 
In 2.2%—second tumor was malignant 4 cases 
In 5.6%—second tumor was benign 10 cases 
In 7.8%—preserved ovary later removed 14 cases 


Within 5 vears in 7 or 3.8% of cases 
After 5 years in 7 or 3.8% of cases 


as many women have developed another neoplasm 


in a single remaining ovary after five years as were 


observed to develop a second tumor within five years 
11 


laparotomy. Thus a longer period 


after their initia 
of follow up gives us increased appreciation of the 
risks involved when we elect to preserve the unin- 


volved “‘other” ovary 


THE RISK OF PRESERVING THE OVARY 


The real risk of preserving the ovary is well known 
to both physician and patient. At least in the State 
of New York, nine women among each 1,000 develop 
a malignancy of the ovary. Not more than one or 
two among each nine of these unfortunate women are 
likely to be cured of their disease. While the ma- 
jority of the benign ovarian neoplasms develop in 
younger women, eight among each nine malignancies 
of the ovary develop after the patient’s 50th year. 


Since more than fifty per cent of ovarian malignan- 
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cies involve both ovaries simultaneously to preserve 
even one ovary at the age of 45 would, therefore, seem 
to preserve almost all of the individuals risk of 
ovarian cancer. 

The fact that only eight women per 1,000 at age 
fifty will eventually develop an ovarian malignancy 
is interesting in view of the reported observation*® 
that 40 per cent of ovarian neoplasms first discovered 
among woman over fifty vears of age are benign 
Should this figure eventually prove to be an accurate 
indication of the relative incidence of benign and 
malignant tumors of the ovary after fifty years of 
age, it would seem probable that not mare than 14 
women out of any 1,000 at the age of fifty can ulti- 
mately be expected to develop some type of ovarian 
neoplasm. Since virtually all of the endometrial cysts 
and all of the dermoids plus 50 per cent of the cyst 
adenomas have been noted to occur | 
of forty-five, it seems evident that nearly 70 per cent 
f all ovarian neoplasms can be expected to have 


developed before the patient’s forty-fifth year Wi 


= 


are inclined to believe the re 


risk of preserving the ovarv for a woman 45 to 50 


years of age approximates the probability that among 
each 1,000 such women eight will eventually develop 


a malignancy and six a benign neoplasm of the ovary 
It will be well if we remember that removal of 
both ovaries whenever hysterectomy is indicated will 


save each women so operated from an almost one in 


100 chance that she will otherwise develop a car- 
cinoma of the ovary—and the probability of a death 
that could have been prevented, simply by the pro 


phvlactic removal of her ovaries. Before we 


siastically subscribe to this sort of prophylactic sur 
gery however, we should also consider the possible 
disadvantages to the woman of removing all fun 
tioning ovarian tissue. Certainly we should remem 
ber also that evidence of continuing estrogenic effects 
in the tissues is characteristic of the so-called well 
preserved, healthy older woman 

Indicated hysterectomy can be accomplished ind 
ovarian function preserved. In vaginal smears we 
have noted evidence of the continued production of 
estrogen years after hysterectomy, in a significantly 
higher proportion of woman than show evidence of 
extra pelvic production of estrogens after castration 
In our experience, surgical castration results in 
changes evidencing a marked deficiency of estrogeni: 
effect in 40 per cent of women within five years and 
in over 50 per cent of women after 10 years. The 
studies of castrates reported by others** makes it 


seem likely therefore that bilateral oophorectomy, 
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if performed for any reason before the age of the 
physiological menopause, can contribute to the dis- 
comforts, disabilities and eventual cardiovascular 
deaths of perhaps as many women as now seem des- 
tined to develop a malignancy of the ovary. 

In conclusion, we would suggest that whenever 
laparotomy is indicated for enlargement found due 
to a benign ovarian cystoma at least three considera- 
tions should affect our choice of operative pro edure 
First, what is this tumor, and what are the chances 
that it will involve this woman’s other apparently 
uninvolved ovary at some later date? 

Second, what are the chances that her other ovary, 
if not removed now, may develop some other benign 
or a malignant neoplasm ? 

Third, how much will it disturb that particular 
woman if we 


Deo the 


remove all of her ovarian tissue ? 
advantages outweigh the 


fects? Will she necessarily 


undesirable ef 
become a castrate ind 
if so—will she be healthier and grateful—or re 


+ +) 
sent f 


he changes resulting from the operation 


1 Wwe 
elected—supposedly with her best interests in 
mind ? 

At this time it seems evident that for each patient 
the advisability of preserving or of prophylactically 


Hypnosis can alleviate much of the unpleasantness 
of facial skin planing, according to Dr. James W. 
Burks, New Orleans 

Dr. Burks reported on the use of hypnosis as an 
anesthetic during the operation known as dermabra 
sion in the March Archives of Dermatology, pub 
lished by the American Medical Association 


“In general, the state of hypnosis sought and at 


tained was one of a mild to medium hypnotic stage 


Success here was recognized by a relative lack of 


visible signs of apprehension and postoperative 


shock reactions, such as nausea, vomiting, and svn- 


ope | fainting 
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Hypnosis in Facial Skin Planing 


removing her ovaries should be carefully considered, 
until such time as all of the effects of ovarian removal 
as well as the effectiveness of replacement therapy 
seem better known. 
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Patients who had undergone the operation before 
thought the discomforts were lessened by hypnosis. 
All said the operation seemed to take 15 to 25 min- 
utes less than it actually did. 

The operation consists of freezing the skin and 
removing the outer layer in order to improve the 
appearance, for example, removing scars caused by 
acne 

Dr. Burks is associated with the division of der- 
matology, department of medicine, Tulane Univer- 


sity School of Medicine and Charity Hospital of 


Louisiana, New Orleans. 
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The Role of Pituitary Suppression in 


Management of Common Thyroid Disorders 


Advances in the knowledge of thy- 
roid physiology during recent 
years have made possible more 


successful treatment of. common 
thyroid disorders. 


4 Basen PAST TWO DECADES have witnessed a 
remarkable number of advances in both normal 
and abnormal thyroid physiology. This progress can 
be attributed primarily to a shift in emphasis from 
that of morphology which had almost frozen many 
of our concepts to that of function, studied by way 
of the isotopes of iodine, labelled thyroxine, and 
| 


triiodothyronine as well as with chromatographic 


and electrophoretic techniques. Most recently the 
role of immune mechanisms has provided a new and 
fascinating approach to thyroiditis, giving a more 
basic understanding of this disease as well as a more 
logical course of therapy.'*4 Despite these advances, 
we are still fundamentally ignorant of the most com- 
mon diseases to which the thyroid is heir, namely the 
garden variety of nodular goiter (in the absence of 
enzymatic defect, goitrogen intake or iodine defi- 
ciency) and Graves’ disease. 

Today, the role of antithyroid drugs, radioactive 
iodine and surgery in the management of thyroid 
disease has been fairly well standardized. The indi- 
cations for iodine or Lugol's solution in this area 
The role 


of pituitary suppression in the regulation of thyroid 


as a method of therapy are few indeed. 


disease, however, has received little emphasis. A 
number of thyroid disorders may be managed by 
suppression of the output of thyrotrophic hormone 
and thyroid gland inhibition. 

From the Department of Surgery, University of North 
Carolina School of Medicine and North Carolina Me 
morial Hospital, Chapel Hill, North Carolina. 


Presented at the Annual Spring Clinic of the Norfolk 
County Medical Society, March 12, 1960. 
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The thyroid gland is like other endocrines with 
both growth and function being highly dependent 
upon trophi 
Release 


although governed in part by 


stimulation from the anterior pituitary 
of thyrotrophic hormone by the pituitary, 
neural mechanisms 
mediated through the hypothalamus, is regulated 
primarily by the level of thyroxine and other thyroid 
hormones in the circulating blood. This mechanism 
of regulation has been likened to a servo or feedback 
increases in the level 


mechanism. As a consequence 


of circulating thyroxine result in immediate cessa 
tion in the formation as well as release of TSH by 
the pituitary with resulting decreased stimulation of 
the thyroid. In the absence of the pituitary or thy 
rotrophic stimulus there is atrophy of the normally 
functioning gland with involution of its epithelium 
and an associated but almost negligible uptake and 
turnover of radioiodine. The 


by such a gland is minimal 


vutput of thyroid hor 
mone This inhibition 
of the pituitary by endogenous thyroid hormone may 
also be effected by exogenous thyroid hormone, such 
as desiccated thyroid, thyroxine or triiodothyronine 


It is obvious, then, that thyroid hormone in addi 
tion to the calorigenic action first demonstrated by 
Murray in 18904 may have an “antigoitrogenic ef 
fect’ dependent upon its depressing action upon the 
pituitary. As a consequence, the administration of 
thyroid hormone may have a two-fold result (1) 
a nonspecific calorigenic action of the hormone with 
presumably an increase in oxygen consumption of 
cells throughout the body. The over-all effect of this 
action is widespread, involving growth mechanisms, 
reduc ing blood cholesterol de reasing liver giv ogen, 
increasing protein catabolism as well as influencing 
other endocrines. The exact mechanism of this action 
has not been clearly defined other than that of an 
“uncoupling” oxidative phosphorylation and to cause 
release of coenzymes, protein carriers, or other sub- 
strates needed for energy-transforming processes in 
in all cel and (2) suppression of the pituitary 
output of thyrotrophic hormone as described 

Although thyroid hormone has been used very 
effectively in the management of thyroid deficiency 
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states, quite unimpressive has been its role in dis- 
orders in the euthyroid patient which have been 
thought to have some indirect relationship to thyroid 
metabolism, namely obesity, chronic fatigue, ano- 
rexia, menstrual disturbances, habitual abortion and 
chronic constipation. The lack of there being any 
additive calorigenic effect in the euthyroid patient is 
best explained by this thyrotrophin-suppressing 
effect of thyroid hormone upon the pituitary. Con- 
sequently, the administration of two to four grains 
of desiccated thyroid daily to a euthyroid individual 
only results in a proportionate decrease in the indi- 
vidual’s output of endogenous thyroid hormone 
Unless quantities far in excess of those normally 
required by the body are administered, it is unlikely 
that an additive calorigenic effect will be noted 
There is evidence that the presence of normal thyroid 
tissue aids in “detoxifying” excess amounts of thy- 
roid hormone, but it is probable that most excesses 
are excreted by the liver and gastrointestinal tract 
Although we can expect exogenous thyroid hormone 
to be of little therapeutic value when administered 
to the euthyroid individual for its calorigenic effect 
we may still take advantage of its second action, 
namely that of thyrotrophic hormone suppression 
resulting in thyroid gland inhibition. The intent of 
this paper is to review the role of exogenous thy roid 
hormone administration in the diagnosis and man- 
agement of those diseases of the thyroid in which 
hypothyroidism is not the predominant problem 


These 


nodular goiter, subacute and chronic thyroiditis and 


are hyperthyroidism, nontoxi 


simple and 


thyroid cancer 


DIAGNOSIS OF 


HYPERTHYROIDISM 


Recent 
euthyroid patient the administration of thyroid hor- 


mone is followed by 


observations have 


indicated that in the 


a depression in the 24-hour 
radioiodine uptake to values in the hypothyroid range 
and an inhibition in the output of endogenous thyroid 
hormone (measured as serum protein bound iodine ). 
The patient with Graves’ disease or toxic nodular 
goiter has an entirely different response to exogenous 
thyroid hormone.*’ In hyperthyroidism, there is 
minimal change in the radioiodine uptake and con- 
tinued output of endogenous thyroid hormone sug- 
gesting an autonomy on the part of either the pituitary 
or thyroid such that there is suppression of neither 
the output of TSH by the pituitary nor the produc- 
tion of thyroid hormone by the thyroid gland. Be- 
cause of this characteristic response, the administra- 
tion of thyroid hormone has been of value as a 
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diagnostic aid in patients with equivocal symptoms 
and findings of Graves’ disease. The patient with 
Hashimoto's thyroiditis may serve as an excellent 
example. In addition to symptoms suggesting mild 
toxicity, there may be a diffusely enlarged thyroid 
with both the protein bound iodine and I! uptake 
at upper limits er slightly exceeding the upper limits’ 
of normal. The administration of either desiccated 
thyroid (three grains daily) or L-triiodothyronine 
(100 micrograms daily) for eight to ten days will 
cause suppression of the 24 hour radioiodine uptake 
in the euthyroid patient to a “hypothyroid” range. 
In contrast, the patient with hyperthyroidism will 
have no appreciable change or suppression of less 
than $0‘ of his previous radioiodine uptake. The 
fall in the PBI conversion ratio may prove to be 
even more sensitive since there is a fall to hypo- 
thyroid ranges (below 10%) in the euthyroid indi- 
vidual while there is maintenance of the previous 
elevated level in hyperthyroidism.* Similarly, in 
contrast to the euthyroid patient, there is no fall in 
the serum protein bound iodine (endogenous thyroid 
hormone output) in patients with hyperthyroidism 
following the administration of L-triiodothyronine. 

As in every laboratory test, some caution must be 
exercised in its evaluation since this “trait” has also 
been found in families and siblings of patients with 
Graves’ disease in whom there is no overt evidence 
of hyperthyroidism. In addition, this characteristic 
may persist in patients who have been treated for 
hyperthyroidism and rendered euthyroid either by 
partial thyroidectomy, radioactive iodine, or anti- 
thyroid drugs. This test also cannot be used with 
any reliability if the patient has been on antithyroid 
drugs or Lugol's solution at the time of evaluation. 


MANAGEMENT OF SIMPLE AND 
NODULAR GOITER 


Despite the physiologic advances in the under- 
standing of thyroid disease during the past few 
decades resulting in the addition of iodine to diets 
as well as the elimination of known goitrogens, the 
problem of the nontoxic, simple, and nodular goiter 
Most 


goiters in the United States today are not associated 


is still common and frequently perplexing. 
with iodine deficiency and yet the incidence of 
nodular goiter remains high and seems to be a func- 
tion of age as well as environmental and hereditary 
factors. Iodine administration today would seem to 
have little role in the management of simple goiter. 
Those individuals who have a true deficiency of 


iodine can be readily identified by their radioiodine 


: ; 
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uptake; this should be similar to that in hyperthy- 
roidism whereas the thyroid hormone level (BEI) 
will be within normal ranges. In euthyroid patients, 
treatment of simple goiter has been effective by re- 
ducing pituitary stimulation through the adminis- 


tration of thyroid hormone. In general, when the 


goiter is of recent duration, soft in character, and 
diffuse in type, this treatment has been followed by 


regression. Such therapy with thyroid hormone would 
seem particularly desirable in the younger age groups 
since the usual sequellae of diffuse enlargement of 
the thyroid is that of nodular goiter later in life. The 


presence of a nodular goiter creates considerable 


unrest in the minds of most surgeons and even a few 
internists. As a consequence, in order to exclude 


the possibility of carcinoma, surgical excision is 


advised. By administering suppressive doses of 


thyroid hormone, perhaps the consequences of rela 


} 


tive thyroid deficiency can be avoided. Certainly, a 


nodular goiter developing despite supplemental thy 


roid treatment would have a much greater signif- 
icance and more likely represent a truly autonomous 
neoplasm. The experiences of Greer and Astwood," 


and of Cassidy" et al 


have diss losed a good ré sponse 
to therapy in over 40‘¢ of patients with a diffuse 
goite third of pat it} 
goiter, In approximately a third of patients with 


multinodular goiter, and in over a third of the pa- 


tients with “single nodules In general, most com 
plete remissions, when they have occurred, developed 
within three months and none required more than 
six months. In the management of long-standing 
nodular goiters which are so likely to be ac ompanied 
by degenerative changes and repair reactions with 
fibrosis or cyst formation, the response is likely to 
we negligible. Although there may be reduction in 
total mass of thyroid tissue, this is usually at the 
expense of the actively functioning thyroid paren 
chyma with little change in the nodules. It should 
be emphasized that in view of the “dependent nature 
of certain types of thvroid cancer (see discussion on 
thyroid 


cancer), the diminution in size of a nodule 


cannot be employed as an index of benignancy 


As mentioned earlier, the incidence of carcinoma 


in the nontoxic nodular goiter has resulted in many 
j patients being operated upon to exclude 


carcinoma, particularly in the younger age groups 
An additional few of these glands are removed be- 
cause of gross size and their associated 


effects 


pressure 
Most texts, however, make little comment 
regarding the subsequent management of these pa- 


tients except that if 


and a few grams of normal-appearing thyroid are 
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allowed to remain, the patient should remain well. 


“all nodular tissue is,removed”’ 


Actually, the surgical removal of a nodular goiter 
(except for the occasional case of the benign neo- 
plasm) only removes the manifestations of the under- 


lying disease. The inherent factor responsible for 


the goiter (unless there has been a specific deficiency 
which can be corrected) remains operative. Since in 
most instances the goiter is a compensatory phe- 


nomenon, loss of a portion of the gland must be 


considered to provide an even greater goitrogenk 


stimulus then previously existed. As a result, the 


recurrence rate of nodular goiter after partial thy- 


roidectomy for nodular goiter varies between 5 and 


¢./ Many patients have undergone two to three 


operations for recurrent disease. The problem of a 


recurrent nodular goiter is again that of attempting 


to differentiate carcinoma from an adenomatous 


nodule. However, the problem is usually much mort 


} 


serious because of a higher operative morbidity and 


the difficulty in differentiating recurrent goiter and 


scar formation from invading thyroid cancer. For 


this reason, it has been our practice to place all 


patients who have been operated upon for nodular 


goiter and who have a life expectancy of greater 


than 15 vears upon replacement doses of desiccated 


thyroid The period of observation is as ve too 
This would seem 


brief to evaluate such therapy 


] 


however, to be a reasonable means of preventing the 


In Cope exp rience 


problem of recurrent | 


goiter 


of approximately 200 


patients, only four developed 


recurrent nodules under such therapy." In these the 
dosage was either inadequate or the nodules wer 


autonomous 


here is a small group of individuals in whom 
there seems to be an intrinsic biochemical defect in 
the synthesis of thyroid hormone as the result of 


which there develops a nodular goiter 


life. These 


uptake in the 


individuals usually have a radio 


iodine hyperthyroid range; however 


their metabolic state is more often in the hypothyroid 
range ind a few goitrous cretins fall into this cate 
gory Detailed studies of these patients have dis 
closed various metabolic defects in the thyroid in 
cluding an inability to organify trapped iodine, a 
defect in deiodination of iodotyrosines and possibly 
impairment in conjugation of iodotyrosines. Not 
only do these patients require substitutional hormonal 
therapy for prevention of their nodular goiter, but 
because of the apparent in¢ reased incidence of thy 
roid cancer in goiters of this type, it is also most 
important that they remain on thyroid hormone for 


life. 
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MANAGEMENT OF SUBACUTE AND 
CHRONIC THYROIDITIS 


Another indication for the use of thyroid hormone 
is in the management of thyroiditis. The eponymical 
nomenclature associated with the different types of 
thyroiditis, for example Hashimoto's, Riedel’s, De- 
(uervain’s (subacute), has resulted in considerable 
confusion in their identification. For practical pur- 
poses, thy roiditis can be divided into two problems, 
that of Hashimoto's with its characteristic lympho- 
cytic infiltration and oxyphilic thyroid cell, and that 
of subacute thyroiditis which has fairly distinct 


clinical, biochemical and pathological manifesta- 


tions. Riedel’s thyroiditis, if it exists at all, is very 
rare and cannot be distinguished from invading car 


cinoma so that there is never a need for making a 


clinical diagnosis of this disease." 


Hashimoto's thyroiditis as a form of goiter has 
long been recognized but only recently has its fre 


quency been emphasized. Approximately 10°; of the 


people treated surgically for thyroid enlargement 
have their goiter on the basis of chronic thvroditis 
This disease is characteristically seen in females dur 


the fourth and fifth decad The 


ing thyroid is 


usually diffusely enlarged and may be accompanied 
vy local pressure symptoms. Rarely is there any 
significant pain or tenderness 
} 


characteristy 


The gland is quite 
on palpation, being firm to rubbery 
hard, and retaining the over-all configuration of the 
normal thyroid. The surface is somewhat irregular 
or bosselated in outline. Most of these patients will 


be euthvroid although with long-standing diseas¢ 


hypothyroidism may develop. This disease is not 
infrequently the cause of goiter in the female in her 
early teens. A patient with hypothyroidism and a 
diffusely enlarging thvroid gland (hot on an anti 
thyroid drug) most likely has Hashimoto's thyroidi 


tis 


From the etiological standpoint, this disease would 
seem to be due to an autoimmunization by way of 
autogenously released thyroglobulin.! Thyroid injury 
and release of thyroglobulin from the follicles re- 
sults in antibodies being produced against thyro 
globulin and further damage and destruction of the 
thyroid.'?" With subsequent damage to more fol 
licles because of this inflammatory reaction, more 
thyroglobulin is released which further enhances the 
immune response. The slow but ensuing destruction 
of the thyroid leads to a compensatory hyperplasia 
of the remaining intact gland. Thyroid enlargement 
occurs on the basis of lymphoid infiltration and 


hypertrophy within the gland as well as hyperplasia 
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of the remaining thyroid epithelium." Experimen- 
tally, this disease has been produced very nicely in 
rabbits by injection of homologous thyroglobulin.’ 

It is because of this probable mechanism of pro- 
duction and associated changes in gamma globulin 
that some laboratory confirmation of the clinical 
diagnosis can be made.” The serum flocculation tests 
such as thymol turbidity, zinc sulfate turbidity and 
collodial gold have occasionally been used. These 
findings are significant in the absence of liver disease 
or other causes of increased gamma globulin. The 
abnormal protein may also give a discrepancy be- 
tween the protein bound iodine and butanol extract- 
able iodine, the former being relatively high. Finally, 
three serological tests demonstrating sensitivity for 
thyroglobulin are available in certain areas. These 
are (1) complement-fixation test, (2) tanned red cell 
test, and (3) a pre ipitin test.” 


As a result of these studies, a logical treatment 


of this disease is the administration of thyroid hor- 


mone in replacement doses. The subsequent inhibi- 


ion of hormone 


thyrotrophi results 


production 
not only in decreasing the formation of thyroglobu- 
lin and further progression of the inflammatory 
reaction but, in addition, regression of the hyper- 
plasti changes in the thyroid and decrease in size 
of the goiter. The response to treatment is usually 


slow, often months or 


requiring three to six 
longer ind in about one-half the cases the goiter 
disappears entirely while in others there is usually 
some reduction in size of the gland“! With few 
exceptions the rapidity and degree of reduction can 
” correlated with the presence of fibrosis. Treat- 
ment with thyroid is practical and preferable to 
thyroidectomy except in rare cases of enlargement 
ind pressure symptoms. It is of interest that the 
administration of thyroid hormone may reverse the 
abnormal proteins as well as the serological findings. 
Since this is a relatively new approach to the man- 
ivement of this disease, the long-term results in 
terms of the gland’s ability to recover and resume 
normal function are unknown. It is known, how- 
ever, that without specific treatment the histologic 
changes characteristic of thyroiditis may persist for 
many years. The role of surgery is that of diagnosis 
and is not specific therapy unless there are compres- 
sion symptoms. Hormonal treatment is recommended 
particularly in chronic thyroiditis following partial 
thyroidectomy since the incidence of hypothyroidism 
in this group is approximately 30° 

Particularly fascinating in this disease is the 


possible relationship to cretinism. The development 


375 


of such an immune mechanism in the mother might 
well explain the sporadic incidence of cretinism.* 
By implication, this could well be controlled by ap- 
propriate hormone therapy. 
SUBACUTE THYROIDITIS 

In contrast to the chronic or Hashimoto's thyroidi- 
tis and as implied by terminology, subacute thyroiditis 
is much more dramatic in onset. Recognition of this 
disease should not be diffi ult. Subacute thyroiditis 
may occur in either sex. There is usually no pre- 
ceding history of thyroid disease or thyroid enlarge- 
ment. Pain in the region of the thyroid or pain 
referred to the ear or jaw usually heralds the onset. 
Systemic symptoms of varying degree, usually malaise 
and low-grade fever, may accompany the local mani- 
festations. On palpation the gland is firm to hard 
and quite to exquisitely tender. The entire gland 
may be involved when the patient is first seen. de- 
pending upon the length of illness, or only one lobe 
may be involved and the inflammation noted to 
extend to involve the isthmus and opposite lobe dur- 
ing the course of a few days to a few weeks of 
observation. An elevated protein bound iodine ac- 
companying a depressed radioiodine uptake as well 
as an elevated sedimentation rate are almost pathog- 
nomonic for this disease. At times, thyroid cancer 
may be mimicked when the inflammatory process is 
confined to one lobe and the over-all course is some- 
what indolent. Confirmation of the diagnosis by 
these laboratory aids is then most reassuring 

Although the disease is probably viral in etiology, 
its destructive action on thyroid paren hyma may 
also be associated with thyroglobulin release and 
autoimmunization. Previously, treatment with ster- 
oids, x-ray therapy, goitrogens and antibiotics has 
been reasonably successful. We have been most im- 
pressed, however, with the efficacy of aspirin in large 
doses. Whether its beneficial effect is due to its 
suppressive action upon TSH or is merely that of 
analgesia is unknown. In view of the possibility 
that some of its beneficial effect may have been 
through suppression of TSH stimulation™ and _re- 
ducing further destruction, we have also placed a few 
of these patients on replacement doses of thyroid 
hormone. In these individuals we have noted a seem- 
ingly more complete recovery of the gland following 
the concomitant use of desiccated thyroid or tri- 
iodothyronine. 


MANAGEMENT OF THYROID CANCER 
A number of experimental as well as clinical 
observations have supported the conc ept that papil- 


376 


lary and alveolar adenocarcinoma of the thyroid are 
not strictly autonomous in their behavior but are 
dependent, in part at least, upon thyrotrophic hor- 
mone for development, growth, and function. As 
a result, stimulation of thyroid cancer in the human 
by thyrotrophic hormone has been shown to be fol- 
lowed by enhancement of both function as well as 
growth of the neoplasm, Conversely a depression of 
thyrotrophic hormone output has also been followed 
by depression of function on the part of the tumor 
and even more important, a decrease in gross size. 
This concept when applied to the problem of thyroid 
cancer would seem to be of potential value both 
prophylactically and therapeutically. If thyrotrophic 
hormone can promote the development of human 
thyroid cancer, then a decrease in its output would 
be of prophylactic value in those circumstances in 
which there is an increase in incidence of thyroid 
neoplasm. This would seem to be partic ularly true 
in those goitrous cretins and individuals with a 
nontoxic, nodular, hyperplastic goiter in whom the 
defect in thyroid hormone synthesis results in con- 
stant TSH stimulation of the thyroid and an in- 
creased incidence of thy roid cancer 

In patients having been operated upon for thyroid 
cancer, in order to avoid any “stimulation” of resid- 
ual normal thyroid tissue that might be subject to 
carcinomatous change or any residual thyroid neo- 
plasm, it is essential to administer adequate replace- 
ment doses of exogenous thyroid hormone. Thus both 
normal and carcinomatous tissue would receive min- 
imal pituitary stimulus and conceivably might lie 
dormant for years. 


The role of thyrotrophic hormone depression by 
means of exogenous thyroid hormone in the treatment 
of inoperable recurrent or metastatic thyroid cancer 
needs further exploration. In our experience, with 
appropriate administration of the hormone, there has 
been regression of primary tumor, lymph node, pul- 
monary and bony metastases in selected patients 

In the management of thyroid cancer, when it is 
desirable to have more than one criterion of the 
adequacy of replacement therapy, L.-triiodothyronine 
has several advantages over other thyroid hormones 
by virtue of the immediacy and duration of its 
action as well as its lack of firm binding by serum 
proteins. Thus, exogenous thyroid hormone in the 
form of desiccated thyroid or thyroxine will appear 
as protein bound iodine whereas L-triiodothyronine 
will not. This biochemical characteristic permits a 
quantitative measurement of the endogenous thyroid 
hormone as protein bound iodine while the patient 
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is being maintained on L-triiodothyronine. 


With 


adequate dosage, the serum protein bound iodine as 


well as the uptake of radioiodine fall progressively 
to hypothyroid 


PREPARATIONS AND DOSAGE 

At the present time desiccated thyroid, crystalline 
thyroxine, and L-triiodothyronine are available as 
sources of thyroid hormones.” Crystalline thyroxine 
possesses little or no advantage over crude thyroid 
preparations except for its being available for paren- 
teral administration. Desiccated thyroid is quite 
adequate as long as it has U.S.P. specifications and 
is reasonably Despite the fact that L-tri- 


iodothyronine has recently been advocated for a 


fresh. 


number of disorders of the “hypometabolic type’’ it 
also possesses no advantages over desiccated thyroid 
except for more immediate action and a much more 


rapid turnover. This would seem to be of no value 


in treatment of long term thyroid deficiency States 
ts lack of combination with serum proteins may be 
of some value in the management of recurrent thyroid 
cancer for the reasons discussed. 

In the administration of thyroid hormone, it is 


probable that from two to three grains of desiccated 


thyroid or 75 to 100 micrograms of L-triiodothyronine 


will usually achieve adequate replacement therapy. 
In those individuals in whom complete suppression 
of thyrotrophic hormone is mandatory, as in residual 
x inoperable thyroid carcinoma, this dosage has 
been increased to four to six grains of desiccated 
thyroid or 150 to 200 micrograms of L-triiodothy- 
Due 
to the length of action of all preparations, this dosage 


ronine depending upon the patient's tolerance 


need be administered only once daily. 


SUMMARY 


Since growth and function of the thyroid gland 
are dependent primarily upon thyrotrophic hormone 
from the TSH 
output may be of value both diagnostically and ther- 


anterior pituitary, suppression of 
apeutically in certain thyroid disease. Thyrotrophic 
hormone suppression can be accomplished by utiliz- 
ing the 


“antigoitrogenic” properties of thyroid hor- 


mones. This approach to diseases of the thyroid 
would seem to have particular application diagnos- 
tically in certain cases of hyperthyroidism and ther- 
apeutically in selected cases of simple and nontoxic 


nodular goiter, thyroiditis, and thyroid cancer. 
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The switch from a big car to a little one may 
cause bodily pain to a driver, but he responds with 
remarkable perseverance. Dr. Jerome F. Strauss, Jr 
described new ailments related to changes in driving 
habits in a letter published in the May 28th Journal 
of the American Medical Association. 

Dr. Strauss said he had seen four patients in the 
past six months who had developed pain in the chest 
hip, or back a day or two after they began using a 
small car. 

“Once the syndrome was well established 
relation to operation of the vehicle was obvious.” 

“At this stage, symptoms began to occur while 
the patient was driving the automobile or shortly 
thereafter and were usually relieved by abstinence 
from driving. 

“Cessation of symptoms was never immediate, 
however, and might require as long as two or three 
weeks to subside, probably because, once the diag- 


nosis was established, the patients were content to live 


with their discomfort.” 


Small Cars—New Ailments 
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Difficulty in operating the small cars is not limited 
to persons six feet tall. Only one of his four patients 
was more than 5 feet, 10 inches 

Iwo of the patients had a quired one of the larger 
imported sports cars with manually operated gear 
shift and without power steering. The other two wert 
driving one of the new sr:all cars 

The chest pain results from muscles in that area 


being used in a fashion to which the driver is not 


accustomed. Perhaps the most important cause of 
the hip and back symptoms is the limitation in foot 
room due to intrusion of the wheel well into the front 


compartment compelling the driver to sit with the 
lower half of the body rotated in order to secure the 
maximum available space 

“While it is unlikely that the individual practi- 
tioner will see many cases of ‘Jaguar chest’ or ‘Cor- 
vette hip,’ the increasing popularity of smaller auto 
mobiles and the renaissance of the gearshift lever 
should be a warning to the clinician to be on the 


lookout for new musculoskeletal syndromes.” 
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Indications and Techniques 


Much of the disability caused by 
obstruction in the aorta, iliac, fe- 
moral, or popliteal arteries can 
now be relieved or prevented by 


vascular surgery in the average 


community hospital. 


URING THE PAST TEN YEAR PERIOD 
tremendous strides have been made in peripheral 
vascular surgery. This progress is directly related 
to the development in the field of open arterial 
procedures, the use of synthetic vascular grafting 
material, the technical advances in developing atrau 
matic vascular instruments, and the advances in 
various types of anesthesia, especially hypothermia 
Prior to 1947 a statement that open arterial 
endarterectomies or bypass grafting of the abdominal 
aorta, iliac, femoral or popliteal vessels would be 


possible in the average community hospital would 


have been received with open pessimism 


The development of the knitted Dacron graft by 
Michael de Bakey has in a sense revolutionized ar- 
terial surgery so that major vascular procedures can 
be done in any hospital where an adequate blood 
bank and proper anesthesia is available. These 
grafts can be fashioned to mimic any size vessel, 
bifurcated, straight, etc. Their reactivity with the 
tissues is minimal and they become rapidly incor- 
porated into the vascular system by a process of 
endothelialization from each end of the graft and 
rapid scarification around the graft. Such grafts will 
probably prove to be stronger and more durable than 
the actual blood vessels that they are connecting 

Vascular clamps now available with the serrated 
edges cause little to no trauma to the blood vessels 
and prevent the usual crush injury to the vessel wall 


which occurred prior to their development. This 
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means that any major blood vessel can be clamped, 
opened, investigated and then closed with atraumatic 
arterial silk without injury or later complication due 
to injury. 

The use of hypothermia in major vascular surgery 
has been proven many times. The blood pressure is 
reduced, the pulse rate and general metabolism is 
diminished, the brain can stand longer periods of 
anoxia, and, in general, the margins of safety are 
increased. Hypothermia can be used in any age group 
and with great safety in the elderly patient. Reaction 
to hypothermia is minimal. Methods of introducing 
hypothermia vary from cooling automatic blankets 
to simple immersion in an ice bath with an intrarectal 
and intra-esophageal electrode for temperature de- 
termination. Usually the temperatures are lowered 
to levels of approximately 30 to 31 degrees ( entigrade, 
and care is taken to prevent a “drift” of this tem- 
perature below 27 degrees centigrade, since cardiac 
arrhythmias frequently occur below that level. 

Operating under conditions of hypothemia is done 
with considerable ease by the surgeon since smaller 
venous bleeders are non-existent, the distal abdom- 
inal aorta pulsates slowly and crossclamping of the 
distal aorta can be performed for periods up to two 
hours below the renals. Whereas hypothermia is 
certainly not mandatory it is helpful in the poor risk, 
elderly, or hypertensive patient, undergoing a major 


vascular proc edure 


EVALUATION OF THE PATIENT WITH 
PERIPHERAL VASCULAR INSUFFICIENCY 
The patient presenting with a peripheral vascular 
deficit should be given a careful general examination 
and history to determine the presence or absence of 
associated diseases, diabetes mellitus, previous or 
co-existent coronary heart disease, and a careful ques- 
tioning to determine the degree of disability. 

A typical history is that of a late middle aged 
white male who notices pain in his calves after 
exercise. This improves with rest and recurs with 
exercise. This is a typical pain-rest relief pattern 


and almost invariably occurs with significant periph- 
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eral vascular insufficiency. Patients may also com- 
plain of pain radiating into the hip and upper thigh 
area and numbness over the feet. He may have 
persistently infected ingrown toenails and will usual- 
ly have absence of normal growth of hair over the 
dorsum of the foot and occasionally atrophic skin 
changes over the same area. The elderly patient may 
complain of difficulty with erection indicating an 
aortic obstruction proximal to the bifurcation. 
Specific vascular investigation includes a careful 
abdominal examination to rule out the possibility 


of abdominal aortic aneurysm with care to palpate 


Fig. 1—Bifurcation graft of knitted Dacron—Note the 
crimping which allows elasticity. 


the left side of the abdomen slightly above the um- 
bilicus. This is the region where the aneurysm is 
located although it might at first seem too high. The 
aortic bifurcation occurs just below the level of the 
umbilicus and an aneurysm usually presents to the 
left of and above this point 

The femoral pulses should be carefully palpated. 
They should be of good quality and should have a 
definite thrusting motion. Of great significance is a 
decrease in the femoral pulse on one side with a 
normal femoral pulse on the other. This quite ob- 


viously indicates common femoral or common iliac 
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artery obstruction on the side involved. If good 
femoral pulses exist the popliteal should be carefully 
palpated. A good femoral and an absent popliteal 
with absent pedal pulses indicates an obstruction 
somewhere in the femoral canal. The popliteal pulse 
may be difficult for one to palpate especially in the 
obese patient. However, if good pedal pulses can be 
felt it is not necessary to waste time palpating the 
popliteal. Absent femoral pulses bilaterally indicate 
rather severe distal aortic obstruction of the so-called 
Leriche type. 

The patient with popliteal pulses present bilater- 


Fig. 2—Straight graft—This may be cut to any desired 
length without fraying of the ends. Can be re-auto- 
claved 

ally but no pedal pulses on one side or the other are 

characteristic of the rather advanced peripheral ar- 

teriosclerotic diabetic type of obliterative disease 
for which a direct arterial approach is not generally 
acceptable. In this type of patient the popliteal artery 
at its bifurcation into the tibial vessels is usually 
obstructed and the arteriolar vessels leading to the 
muscles and skin are also obstructed. A direct arterial 


approach is usually not possible unless, as is rarely 


the case, a segmental obstruction of the distal poplit- 


eal artery. occurs which can be removed as an 


endarterectomy. In general the advanced markedly 
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peripheral obliterative disease is best treated with a 
lumbar sympathectomy. 


AORTOGRAM 


The use of arteriograms or aortograms to further 
evaluate the patient has been proven on many thou- 
sands of patients to date. This procedure is safe, 
reliable, and easily performed. The aortogram is 
used in those patients having disease above the fe- 
moral arteries, that is, common femoral, iliac vessels 
or distal aorta. A patient having excellent femoral 
pulses is certainly not a candidate for aortogram but 
should be considered for a femoral arteriogram, if 
distal obliterative disease is thought to be present. 

The aortogram is performed under local anesthesia 
with the patient lying flat in the prone position. A 
test dose of 1 c.c. of Hyapaque and 1 c.c. of 50% 
Urokon is given intravenously immediately prior to 
the procedure to determine sensitivity. The patient 
is also given intravenous Demerol according to his 
size and weight immediately prior to the procedure 
to decrease the conscious pain due to arteriospasm. 

Once this has been performed the cassettes are 
placed in overlapping position so that the distal 
aorta and upper femoral vessels will be demonstrated. 
Novocaine or Pontocaine is injected two finger 
breadths below the 12th rib and approximately four 
finger breadths from the spinous process, directed 
medially until the body of the vertebra is encountered. 
The needle is then marched down the body of the 
vertebra injecting small amounts of 1% Pontocaine 


along the way until the bottom of the vertebra is felt. 


At this point the aorta is encountered and can 
frequently be felt as a transmitted pulsation through 
the long No. 16 or 18 aortogram needle. A gentle 
thrust of the needle is performed and entrance into 
the aorta is immediately identified by the bright 
pulsatile bleeding which occurs. A Kelly clamp or 
other suitable clamp is then placed at the skin edge 
so that the needle will not change position and 
approximately 35 c.c. of a half Hyapaque, half 
Urokon, mixture is rapidly introduced. Instructions 
to “shoot” are given to the x-ray technician by the 
physician when the last 5 c.c. of mixture is being 
given. The needle is then rapidly removed from the 
aorta and a small bandaid placed over the puncture 
Site. 

The immediate reaction of the patient is usually 
one of pain in his buttocks and legs, occasionally 
pain in the stomach due to the passage of dye into 
the celiac vessels, superior or inferior mesenterics. 


This pain usually lasts thirty seconds to one minute 
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and is usually severe unless intravenous Demerol 
is given as previously described. A delayed reaction 
occurring approximately three minutes after the in- 
itial introduction of dye is one of shortness of breath 
and nausea due to the venous return of the dye. The 
mixture of Hyapaque and Urokon is used because 
Hyapaque carries with it practically no reactivity 


whereas Urokon occasionally produces a sensitivity 


reaction. Urokon, however, is a better contrast media 
and is therefore mixed with the Hyapaque. In doing 


Fig. 3—Normal aortogram, Note visualization of the 
renal arteries, smooth contour of the aorta and its 
bifurcation, and demonstration of unobstructed flow into 
the femoral and hypogastric vessels. 


over seventy-five of these procedures using such a 
mixture there have been no reactions of significance 
noted. 

The safety of the aortogram can be attested to by 
the fact that in experienced hands complications are 
seemingly unheard of. The puncture site in the aorta 
seals rapidly with practically no extravasation of 
blood. The aortogram should clearly demonstrate the 
This 


then shows the inferior mesenteric, the bifurcation, 


distal aorta, possibly even the renal vessels. 


the common iliac and femoral vessels, the hypogastric 
vessels and the run-off pattern of the dye in the 
femoral vessels. Any obstruction or partial obstruc- 
tion in this region should be clearly demonstrated. 
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A patient with poor femoral arteries may have so- 


called “‘moth-eaten” iliac or obstructive aortic con- 
figuration—that is, thickened intima with athero- 
scleromatous plaques presenting as marked kinking 
and narrowing of these vessels. Such a patient cer- 
tainly should be considered as a candidate for direct 
arterial surgery. The occurrence of a distinct seg- 
mental iliac artery obstruction with good collateral 
filling distal to this obstruction may be present indi- 
cating that a segmental endarterectomy will cure the 
patient of his obstructive disease. A normal aorto- 


gram is shown in an accompanying diagram. 


Fig. +—Aortogram revealing complete obstruction of the 


left common iliac. This patient had successful bifurca- 
tion and left common iliac endarterectomy. 


Arteriograms of the femoral vessels should be 
performed where good femoral pulses are present and 
the obstruction is thought to be distal to this point, 
probably in the femoral artery. If such a femoral 
arteriogram demonstrates obstruction with collateral 
filling of the popliteal artery below, this would indi- 
cate that either an endartere tomy or a femoral to 
popliteal artery bypass graft could be performed with 
a successful reestablishment of blood flow to the 
extremity. If the femoral arteriogram demonstrates 
absence of collateral filling below the block then 
this would seem to indicate a poor prognosis al- 
though it is our feeling that a popliteal artery should 
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still be explored surgically to determine whether or 


not there is patency. 


STANDARDIZED PERIPHERAL VASCULAR 
OPERATIVE PROCEDURES 
A—AorTIC OBSTRUCTION, 

This section should logically be started at the 
aorta and its bifurcation and continued down to 
include peripheral vessels in the legs and feet. The 
distal aorta at the bifurcation is frequently the site 
of obstruction or the so-called Leriche syndrome. 
This apparently occurs because of stress in this 
region as the blood changes its velocity and direc- 
tion. Depositions of cholesterol and saturated fatty 
acids occur in this region causing obstruction to the 
iliacs and distal aorta. This syndrome is charac- 
terized by bilateral leg, calf and thigh pain and 
difficulty with erection 

A diagnosis is established by the absence or de- 
crease in femoral pulsations and the demonstration 
by an aortogram of obstructed or partially obstructed 
The de- 


cision to perform direct arteriotomy then depends on 


distal aorta and common femoral vessels 


the general condition of the patient, the presence or 
absence of associated diseases and general medical 
evaluation characteristically given prior to any 
major operation 

The patient is given several days of a broad 
spectrum antibiotic. Cleansing enemas are used the 
day prior to operation, and the entire abdomen and 
legs are prepared from the nipple line to the mid 
calf region. On the day of operation a Foley catheter 
is inserted after the patient is asleep. A midline 
incision is made from symphysis to xiphoid, th 
peritoneum is entered and a general exploration is 
ibdominal viscera as with any ab 
small 
pac ked outside the abdomen in a wet towel or pl astic 
bag. The 


the bifurcation of the aorta easily exposed. Disse 


performed of 


dominal procedure. The intestine is then 


posterior mesenteric root is opened and 
tion above and below is performed to identify the 
inferior mesenteric artery which is usually ligated 
and divided. Care is taken to avoid injury to the 
left ureter. Further upward dissection reveals the 
renal veins. Palpation of the aorta and its bifurca- 
tion reveals the extent of disease and the degree of 
involvement of arteries distal to the hypogastric 
vessels In general it is possible to consider an 
endarterectomy where segmental obstruction exists 
and it is rare that grafting is necessary. 

The operator passes his finger around the aorta 


below the renal vessels with care not to inadvertently 
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tear the vena cava and a de Bakey curved clamp 


used to occlude the aorta. Immediately prior to 


4 clamping, several c.c. of Heparin solution are intro- 


duced, the clamp applied and several small vascular 


clamps are then applied distally to the iliac arteries. 


A longitudinal incision is made just above the bi- 


furcation and over each iliac vessel. 


The dissection 


plane is immediately evident between the athero- 


scleromatous collection and the normal wall of the 


vessel and this can be developed with ease using a 


submucous spatula type of instrument. Once the 


plane has been adequately developed above, below 


and circumferencially the plugs of atheroscleroma- 


Fig. $—Aortogram revealing obstruction of left common 
iliac but with good collateral filling of the distal iliac 
and proximal femoral vessels. This indicates a segmental 
occlusion which carries a good surgical prognosis 


tous material are 


removed. Calcified plaques are 
Effort is made 


to carry the endarterectomy as high as the renal 


gently lifted off the posterior wall. 


vessels; however, the dense obstructing type of 


atheroscleromata do not generally occur above this 


point. 


At the completion of this procedure, once the 


material has been adequately removed, the arteriot- 


omies are closed using continuous atraumatic No. 3 


allows retrograde filling of the aorta and significant 


or 40 silk, and the distal clamps are opened. 
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bleeding from the arteriotomies may be controlled. 
The proximal clamp on the aorta is then opened 
slowly allowing the pulsatile aortic stream to enter 
the bifurcation. After several minutes the clamp is 
removed completely. A pulse will immediately be 
apparent within the femoral vessels. It has been our 
policy to perform a bilateral lumbar sympathectomy 
at this time since the lumbar sympathetic chain, that 
is, the third, fourth, and occasionally the second 
ganglia and intervening chain can be reached with 
ease through this operative approach. This decreases 
arteriospasm and possibly decreases the chances for 
thrombus formation. 

If adequate arterial flow has obviously been ob- 
tained it has not been our policy to heparinize or 
anticoagulate the patient but in the elderly patient 
or one with a history of coronary disease, permanent 
anticoagulation is performed. 

The patient is continued on broadspectrum anti- 
biotics for several days, given transfusions as indi- 
cated, and usually made to sit up during his second 
postoperative day. Prolonged ileus is occ asionally 
a complication. This can be obviated with frequent 


enemas, the use of nasogastric suction, etc. 


B 


ARTERY OBSTRUCTION. 


The treatment of unilateral iliac artery obstruction 


is exactly the same. In this case the examiner will 


find a deficient femoral pulse on one side with a 
good femoral pulse on the other. The question might 
arise as to the obstructed condition of the femoral 
artery on the side involved and therefore a small 
groin incision should be performed for exploration 
of the 


femoral artery. If this vessel is felt to be 


soft and pliable then higher segmental obstruc- 
tion can be presumed to exist and the abdominal 
incision made. Iliac endarterectomy of the segmental 
type can then be performed in the same fashion as 
described above. 


this case for similar reasons. 


A sympathectomy is also done in 


C—FEMORAL CANAL OBSTRUCTION. 


If good femoral pulses are present and an ob- 
struction exists in the femoral canal—Hunter’s canal 

then the first procedure is a lumbar sympathectomy 
on the side involved followed by a popliteal artery 
exploration. This is done with an incision in the 
popliteal crease, palpation and inspection of the 
popliteal artery to determine whether or not it is 
soft, pliable and patent. If necessary a small ar- 
teriotomy in the popliteal vessel can be performed 
and if back bleeding is present then it is presumed 
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to be adequately patent. Accordingly, a femoral to 
popliteal bypass graft is performed using knitted 
Dacron material. This is preferred to the endarterec- 
tomy which is a blind procedure with possible dam- 
age to the femoral artery. Also, the femoral vessel 
is difficult to adequately endarterectomize because 
of its comparatively small size. For this reason we 
prefer the bypass graft using an adequately lumened 
knitted Dacron tube with subcutaneous tunneling 
using a long Kelly clamp. This procedure can be 
done with a minimum of trauma, a small popliteal 
incision, a small femoral incision and in general 


excellent results. Again we feel that a sympathectomy 


Fig. 6—Left femoral arteriogram demonstrating a block 
of the femoral artery in Hunter's canal. Note good 
collateral filling of the popliteal artery indicating seg- 
mental obstruction with good surgical prognosis. 


helps considerably in the immediate postoperative 
period because of the absence of arteriospasm and 
to insure patency of the graft. It will be immediately 
apparent whether or not the graft is working since 
pulsations can be felt in the graft and indeed in the 
distal popliteal vessel. Bleeding through the inter- 
stices of the graft occur for several minutes following 
opening of the vascular clamps but these quickly 
clot and do not require worrisome consideration. The 


pulsations within the graft will be adequate as long 
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as the distal popliteal and tibial vessels are patent. 
If there is significant obstruction of these vessels 
then clotting of the distal graft will occur quite 
rapidly with cephalad progression of the clot. If 
this occurs at the time of operation, it is obvious that 
an adequate outflow tract obstruction is present. This 
must then be investigated and if possible an en- 
darterectomy of the popliteal vessel performed. 
Heparinization is done proximal to the vascular 
clamps on the femoral artery and especially distal 
to the popliteal clamp so that clotting in the distal 
vessel does not occur during the anastomosis of the 


<— Sympathectomy 


% +— Femoral 


Popliteal 


Fig. 7—Schematic drawing indicating the incisions and 
their location in a patient with femoral artery occlusion. 
The sympathectomy is performed first followed by 
popliteal exploration. If the popliteal artery is patent 
and soft a femoral-to-popliteal bypass graft is inserted. 
See text. 


graft. Excessive heparinization is counteracted by 
the use of Protamine or other suitable agents. 

The graft is observed in situ for a period of ten 
to fifteen minutes. At the end of this time if bleed- 
ing is controlled and pulses are adequate then closure 
is performed using interrupted catgut and silk 
sutures. 


An irrigating solution of penicillin and strepto- 
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mycin is used at the femoral and the popliteal 
region to help insure prevention of infection at the 
graft site. 

Almost immediately it is apparent that the graft 
is working because pedal pulses will once again be 
palpable. These pulses may be diminished at first 
but during the course of the next few days, as arterio- 
We have 


seen several patients who actually developed edema 


spasm becomes decreased, pulses return. 


of the ankle and lower leg because of the increased 
blood supply to this area and required elastic 
stockings temporarily. 


SUMMARY 

The advances in peripheral vascular surgery dur- 
ing the past ten years are mentioned with emphasis 
on improvement in anesthesia, the development of 
synthetic grafting materials and non-traumatic vas- 
cular clamps, and a standardization in the indica- 
tions and technique of operations upon major blood 
vessels. Arterial insufficiency either at the aortic 
bifurcation or more peripherally is usually indicated 
by clinical signs of claudication or continual aching 
of the muscles distal to the point of blockage. 
Usually, a diagnosis can be established by palpation 
of the pulses which may indicate the level of the 
obstruction. A good femoral artery but an absent 
popliteal artery indicates blockage in Hunter's canal. 
An absent femoral artery on one side indicates block- 
age higher up in the iliac or common femoral 
vessel. Absence or decrease in both femoral pulses 
indicates blockage of the distal aorta—a so-called 
Leriche syndrome. 

During the past ten years standardization in op- 
erative te hniques have slowly become established 
and now seem to be directed at removal of the plug 
of atheroscleromatous material or endarterectomy, a 
bypass grafting procedure, and a concomitant lumbar 
sympathectomy. The use of arteriograms and aorto- 
grams prior to surgery helps to establish the defini- 
tive diagnosis in most instances. However, occa- 
sionally the popliteal artery will be patent which 
is not evident by arteriography, and for this reason 
we perform a popliteal artery exploration. A patent 
popliteal artery with adequate retrograde flow will 
indicate patency, and it may then be assumed that 
a femoral to popliteal artery bypass graft will be 
competent. 
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The patient having symptoms of claudication 
usually has a progression of his disease. For this 
reason early diagnosis and attempt at definitive sur- 
gery is urged. A gangrenous foot is irretrievable, 
however, such a patient, if seen previous to the onset 
of gangréne, has a good chance of significant benefit 
by arterial surgery. 
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Hyperimmune Vaccinal Gamma Globulin in the 


Treatment and Prophylaxis of Eczema Vaccinatum 


A Report of Three Cases 


Vaccinal complications are dan- 
gerous and some have carried a 
high mortality. Three interesting 
cases are presented and the suc- 
cessful treatment with hyperim- 


mune vaccinal gamma globulin is 
described. 


HE PURPOSE OF THIS REPORT is to em- 

phasize again the potential dangers of smallpox 
vaccination in any child suffering from atopic eczema, 
and the danger of sibling vaccination under these 
circumstances. 

Three cases are presented which demonstrate the 
use of hyperimmune vaccinal gamma globulin in 
the treatment of a severe and a moderate case of 
eczema vaccinatum, and as a prophylactic measure 
in a third patient. Prior to the development and 
usage of hyperimmune vaccinal gamma globulin, the 
mortality in infants with eczema vaccinatum was 
thirty to forty per cent . 

On 9/3/59 a six year old sibling of the following 
cases was vaccinated. This was her first vaccination 
and resulted in a “primary take”. Vaccination had 


been delayed until she was “over her eczema”. 


Case 1. A. S. W.: An eleven month old Negro 
male was admitted to the hospital on 9/24/59. The 
patient was in reasonably good health with the ex- 
ception of atopi eczema for the past five months. 
Six days prior to admission he developed two vesicles 
on the face. On the following day he had a gen- 
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eralized vesicular eruption over the entire face and 
the antecubital and popliteal fossae. Subsequently 
the skin lesions became secondarily infected. ‘There 
had been no nausea, vomiting, diarrhea, or anorexia 
His mother re ported that he had been “feverish” for 
two days. There was a normal birth history. He had 
received no immunizations and developmental his 
tory revealed he could crawl but could not sit alone 
Ihe family history revealed the patient has eight 
siblings who were reported as well. The father had 
asthma and all the other children have had eczema 
Physical examination revealed a somnolent Negro 
male lying quietly in bed. The face was rounded 
with edema and the evelids swollen shut. Covering 
the left side of the face was a purulent eczematous 
eruption; surrounding this and on the right side of 


the face the arms and legs were discrete, dome 


shaped, umbilicated vesicles. A markedly enlarged 
non fluctuant node was seen in the left axilla; an 


enlarged node along the left mandibular ramus was 
readily palpable Laboratory results showed a nor 
mal urinalysis. The hemogram revealed the hemo 
globulin to be 7.6gm‘,. The white blood count was 
19.760 with a differential count of 6% juveniles 
42°; bands, 437 polymorphonuclear leukocytes 
7% lymphocytes, and 2° monocytes. The hematocrit 
was 29‘; The sickle cell preparation revealed no 
sickling, and the blood Wasserman was negative 
Culture of the lesions revealed a staphylococcus 
aureus, coagulase positive organism which was sen- 
sitive to penicillin and Erythromycin, Protein ele 
trophoresis revealed a total protein of 5.6gm‘« with 
a marked increase in Alpha 2 and decreased albumin 
Electrocardiogram was reported as normal. 

he patient was placed in a precaution unit and 
on a regular infant diet. He was treated with 
aqueous penicillin and chloramphenicol systemically 
The skin was treated with magnesium sulfate soaks 
followed by a calamine liniment with Neobasin 


Neoaristocort acetamide ointment was used on the 
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eyes. On the day of admission he was given 2 c.c. 


of hyperimmune vaccinal gamma globulin in each 
. hip and this was repeated on the next day. Because 


of the marked hypochromic microcytic anemia and 


severe infection, the patient was given a blood trans- 


fusion. One blood culture was negative. Admission 


rectal temperature was 104° and varied between 97 
and 103.8” rectally until the fifth hospital day when 
he became afebrile. His appetite and fluid intake 


remained good, and with the exception of the skin 
eruption, the course of his illness was relatively 


mild. Antihistamines were given to relieve the severe 


pruritus. During the early part of his illness re 


straints were necessary to prevent him from scratch- 


ing his lesions. 


Fig. 1. Case 1—Severe eczema vaccinatum on the day of 
admission to the hospital 


E. il 


admitted to the hospital on 9/25/59 after the mother 


This three vear old child was 


presented him at the Pediatric Clinic with the com- 


plaint that he had a lesion on his face “just like his 


brother's”. The mother had been instructed to bring 


any other children to the hospital on whom sh 


noticed any lesions similar to those seen on the 


previously admitted sibling 


This patient had an umbilicated vesicular lesion 


on the lip and two small papules on the right side 


of his face. He had sl pt in the same bed as Case 1 


Past history revealed that he had eczema and sebor 


rheic dermatitis until the age of eighteen months 


Physical examination revealed a poorly nourished 


and developed Negro male in no distress. The tem 


perature was 102° rectally, pulse 100, and respira 


tions 20. The skin revealed many areas of depig- 


mentation. An umbilicated vesicle 1 c.m. in diameter 


. was noted on the right upper vermillion border with 


two papules 0.5 ¢.m. in diameter on the right cheek 


There was a large umpilicated vesicle on the left 


calf, Laboratory studies showed a normal urinalysis. 
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Hemogram revealed a hemoglobin of 8gm% with 
a hematocrit of 35%. The white blood count was 
6,500 with a differential of 9% bands, 45% poly- 
morphonuclear leukocytes, 39% lymphocytes, 6% 
monocytes, and 1% eosinophil. Stool examination 
was negative; no sickling was evident on the sickle 


Fig. 2. Case 1—Resultant marked depigmentation of the 
skin on the day of discharge from the hospital. 


cell preparation, and the tuberculin skin test was 
negative. Protein electrophoresis revealed an in- 
crease in the total protein to 8.2 gm‘ with a mark- 
edly elevated gamma globulin of 31.7% , our normal 
being 14.4. 

The child was placed in isolation and given 2.5 
c.c. of hyperimmune vaccinal gamma globulin in 
each hip. On the day of admission the temperature 
was 102° and gradually became normal by the 
third day. His condition remained good throughout 
his hospital course with the exception of an upper 
respiratory infection on the tenth hospital day. The 
lesion on his lip progressed through a normal pri- 
mary vaccination, however none of the other lesions 


developed past the papule stage. 


> 

Case 2. D. 4 
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Fig. 3. Case 2—Umbilicated dome-shaped vaccinal lesion 
which progressed through a normal primary vaccination, 


Cese 3. E. W.: 


was brought to the Pediatric Clinic because the 


This three year old Negro female 


mother was afraid she might develop lesions similar 
to those of her siblings. She also slept in the same 
bed as Case 1 and 2. 

Physical examination revealed a poorly developed 
and nourished Negro female with marked thickening 
of the skin over her elbows and knees. Most of her 
skin surface revealed evidence of eczema with sec- 
ondary infection. 

She was given hyperimmune vaccinal gamma 
globulin 0.03 c.c. per pound as a prophylactic meas- 
ure and did not develop any lesions of vaccinia. 


Fig. 4. Case 3—Eczema with secondary infection and 
hyperkeratotic skin changes. 


Dr. Clayton Wheeler of the Department of Der- 
matology, University of Virginia School of Medicine 
obtained fluid from the vesicles of Case 1 and was 
able to demonstrate the characteristic vaccinia lesions 


in tissue cultures. 
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DISCUSSION 


The use of hyperimmune vaccinal gamma globulin 
in the prophylaxis and treatment of eczema vaccina- 
tum is based on the evidence that (1) there is a 
viremia prior to the development of the skin mani- 
festations of eczema vaccinatum, (2) the titer of 
virus in the blood is directly related to the severity 
of the disease, (3) specific antibody given prior to 
the severe viremia or shortly thereafter will neu- 
tralize the virus, and decrease the severity of the 
clinical manifestations and morbidity of eczema vac- 
cinatum, (4) hyperimmune vaccinal gamma globulin 
can be obtained from human volunteers at the time 
of the greatest antibody titer following vaccination. 

No studies on the viremia in smallpox had been 
accomplished until 1950 when Downie, McCarthy, 
and Macdonald*® inoculated virus specimens on the 
chorio allantois of developing chick embryos, for 
the detection of variola virus. Using this technique 
it was demonstrated that variola virus produced 
characteristic lesions distinguishable from those pro- 
duced by other viruses. These studies demonstrated 
that there was a viremia and that virus most likely 
could be found in the blood in the early stages of 
the pre-eruptive fever. 

Kempe, Berge, and England* suggested that hy- 
perimmune vaccinal gamma globulin used in the 
treatment of eczema vaccinatum was dependent on 
the fact that in variola there was a secondary viremia 
with fever and that this was a more severe viremia 
than that occurring during the early multiplication 
of smallpox virus in the lymphoid tissues. They pos- 
tulated that the severity of the disease was directly 
related to the magnitude of the viremia, and if 
specific antibody found in hyperimmune vaccinal 
gamma globulin were administered prior to or during 
the second viremia, this would neutralize the virus 
and decrease the severity of the clinical manifesta- 
tions of the disease. 

Investigation of the possible causes for “no take” 
when newborn infants were vaccinated led Kempe 
and Benenson‘ to propose that passively acquired 
immunity from recently vaccinated mothers could 
interfere with vaccination in their newborn infants. 
They were able to show a higher antibody titer in 
the blood of newborn infants than the titer found in 
the infants’ mothers. This supported the belief that 
antibody activity as passively acquired would prevent 
or decrease the skin reaction to the vaccinia virus. 

Prior to these investigations MacCallum, Mce- 
Pherson, and Johnston’ had suggested that house- 
hold contacts who had not been vaccinated should 
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receive gamma globulin obtained from the serum of 
recently vaccinated persons or convalescent small pox 
patients. 

The levels of antibody titer after vaccination were 
investigated after the early determinations of Lautit 
and McClean® in 1945. Their work clearly demon- 
strated that the highest titer of virus neutralizing 
antibody was attained during the third and fourth 
weeks after vaccination, and that there was no sig- 
nificant change in antibody titer until the end of the 
sixth week rhey also proposed the use of serum 
from recently vaccinated persons as beneficial in the 
treatment of vaccinal complications 

Further confirmation of this work was done by 
Kempe, Berge, and England in 19563, when serial 

sting of serum from 143 recruits showed by neu- 
tralization tests that maximun levels of antibodies 
were attained between the fourth and sixth week 
after vaccination. They described the pre paration 
of this globulin from blood taken from recently 


vaccinated servicemen, Although techniques for ac- 


curately estimating the exact potency of this globulin 


were not available, it was felt that it was at least 


three times higher in antibody titer for vaccinia than 


gamma globulin obtained from random blood 


samples. In their series the mortality was greater 
when the globulin was given after the fifth day of 
1} 


Liness 


However, our Case ] responded favorably 
to the treatment begun subsequent to the sixth day 

his illness 

he three cases described received hyperimmun 
vaccinal gamma globulin supplied by the National 
Red Cross in Washington, D.C. Dr. James Pert, 
Research Director, Blood Program, rushed the serum 
to the University of Virginia Hospital by the Civil 
Air Patrol 
who were responsible for our receiving the serum in 


such a short time 


and we are indebted to these individuals 
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SUMMARY 


The potential danger of vaccination for smallpox 


in any child suffering from atopic eczema and the 
danger of sibling vaccination under these circum- 
stances is again emphasized. 

Three cases are presented which demonstrate the 
use of hyperimmune vaccinal gamma globulin in 
he treatment of a severe and a moderate case of 
eczema vaccinatum and as a prophylactic measure 
in a third patient. The rationale of the work leading 
to the preparation and use of hyperimmune vaccinal 
gamma globulin for therapeutic and prophylactic 
purposes is discussed. 


REFERENCES 


Nelson, W. E.: Textbook of Pediatrics. 7th Edition. 
Philadelphia, W. B. Saunders Co., 1959. 


Downie, A. W., McCarthy, K., Macdonald, A.: 
Viremia in smallpox. Lancet 2: 513, 1950. 


Kempe, C. H., Berge, T. O., England, B.: 


mune vaccinal gamma globulin. Source, evalution 


Hyperim- 


and use in prophylaxis and therapy. Pediatrics 
18: 177, 1956. 


Kempe, C. H., Benenson, A. S.: Vaccinia. Passive im- 
munity in newborn infants. I. Placental transmis- 
sion of antibodies. II. Response to vaccination. J 
Pediat. 42: $25, 1953. 


McPherson, C. A., Johnstone, D. F.. MacCallum, F 
O.: Laboratory investigations of smallpox patients 
with particular reference to infectivity in the early 


stages. Lancet 2: 514, 1950. 


Loutit, J Pus 
power of serum from recently vaccinated persons. 
J. Path. & Bact. 57: 485, 1945. 


McClean, D.: The virus neutralizing 


University of Virginia 


Charlottesville, Virginia 


| 
« 
| 
| | 
. 
i 
e 
389 
4 


Electroencephalographic 
Surgical Patient 


The condition of the cerebral cor- 


tex during anesthesia can be mon- 
itored with the electroencephalo- 
gram. The depth of anesthesia can 
be accurately determined and the 
presence of any other factor con- 
tributing to cortical depression 
can be detected. Clinical signs are 
anticipated. 


HE EEG is the record of the changes in elec- 
trical potentials taking place in the gray matter 
of the cerebral cortex. Clinically indirect leads are 
used, where the electrodes are placed on two points 
on the surface of the skull. The EEG produced in 
this manner does not represent the activity of a 
single cell or a small area of cells but is the algebraic 
sum of all the potentials generated by a large mass 
of closely packed cells. Under these circumstances 
a regular pattern will only appear if many cells are 
If rate 
and timing of the discharge varies, the record will 


discharging synchronously at the same rate 


consist of irregular, small and undecipherable ex- 


cursions. The typical EEG of a human adult shows 


a fairly regular pattern of waves which recur at a 
rate of 9 to 10 per second with an amplitude of 
approximately 50 microvolts or less. This pattern 
is only observed in the absence of mental activity 
and sensory stimulation. The tracing shows pre- 


dictable and reproducible changes in relation to 


age, brain metabolism, the symptomatology of the 


various types of epilepsy, the level of consciousness 
and the pharmacology of CNS depressing or stimu- 
lating drugs and electrolytes. 


The presence of the described regular pattern 


Monitoring of the 


KURT O. LEONHARDT, M.D. 
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implies either an inherent rhythmicity of the brain 
Recent in- 


vestigations are strongly in favor of the latter ex 


tissue or a constant input of impulses. 


It appears that the reticular core which 


planation 
extends from the spinal cord to the thalamus plays 
an important part in the production of this regular 
pattern. The ascending reticular activating system 
supplies a steady input of impulses from the periph 
ery to the thalamus which in turn stimulates the 
cortex rhythmically. These activating impulses are 
responsible for the maintenance of consciousness and 


normal alertness. If they are 


interrupted, uncon- 
sciousness results and muscle tone disappears he 


lack of thalamic stimuli arrests the normal electrical 
activity of the cortex and stimulates its suppressor 
ireas. The latter fire the iudate nucleus which 
arrests motion and muscle tone by means of the 
extrapyramidal motor system. There is a good deal 
of evidence that most of the anesthetic agents exert 
their effects via the reticular core which is the struc 


ture most sensitive to chemical depression 


The influence of the extremes of age on the 


encephalogram is a well studied fact. Infants and 


children show a slow frequency, high amplitude 


pattern. With advancing age the characteristic adult 


tracing slowly evolves, which is completed around 


the age of 12 to 14 years In old age this develop- 
ment is gradually reversed, with the exception that 
a simpler and less complex pattern than in childhood 
results 

Since the EEG is a reflection of intracellular 
energy release, it is intimately connected to brain me- 
tabolism. Any process reducing cortical metabolism, 
either as a generalized condition or a localized lesion 
will alter the EEG. Generalized metabolic disturb 
ances such as hypoglycemia, anoxia, respiratory 
acidosis, hypothermia, hyperthermia, reduced cardiac 
output and the like will result in a slow frequency 
accompanied at first by an increase in voltage and 
later on a flattening of the amplitudes. Localized 
metabolic disturbances sucht as cerebral vascular 


disease, tumor, abscess and trauma may produce 
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electrical silence, a slow frequency high voltage pat- 
tern or phase reversal over a circumscribed area of 
the skull 

In epilepsy or related brain disorders a multitude 
of tvpr al hanges have been described as so called 
paroxysmal tracings. In these conditions cortical 
energy release gets out of control due to a loss of the 


normal inhibitory mechanisms. As a result abnor- 


mally high and spiky or extremely fast electrical 
potentials are generated which dominate the entire 
corte Especially characteristic is the spike and 
dome complex with a frequency of 2 or 3 per sec- 
ond which is diagnostic of petit mal. Other typi 
cal itterns are the medium high extremely fast 
discharge of grand mal and the saw blade appear 


ince t the psvchomotor attack \s opposed to these 


seizur itterns, there are a number of changes 
0 irring n the seizure-free interval either spon 
taneousiy or after appropriate stimulation. They are 
diagnostic or suspicious of epileptic disease in vary 
ing degrees. Occasional single or multiple spikes 
sporad spike and dome complexes, 6 to 14 per 
? sitive spikes and very fast or verv slow 
non roxvsmal tracings can be observed 

In the last decade a verv dependable and repro 
du e relationship between the level of conscious 


100 
50 


micro 
volt normal pattern | 


ness and the EEG could be proved. In unconscious- 


ness the tracings are free of many of the individual 
variations and influences of sensory and mental ac- 
tivities which may be disturbing in the conscious 
patient. The cause responsible for the coma may 
be a generalized condition, an intracranial process 
or the effects of anesthetic agents. The latter produce 
an especially well defined sequence of changes which 
are proportionate to the blood level of the agent in 
use. Notwithstanding a number of differences be- 
tween the various drugs, a general basic pattern of 
the progression of anesthesia can be constructed. As 
1 result a classification of the electroencephalo- 
graphic signs of cerebral depression has been ob- 
tained. The first alteration during induction of 
inesthesia is an increase in frequency to 20 to 30 
yeles per second and a slight decrease in amplitude 
to below 30 microvolts. As consciousness is lost this 
small rapid wave is replaced by a large slow pattern. 
Since these excursions are of regular appearance 
and sinusoid shape they are called the rhythmic 


pa 


ern As the level of anesthesia deepens these 
rhythmic waves increase in amplitude with slowing 
Trequency ind tend to become more and more irrregu- 
lar in shape and timing. A secondary faster and 


much lower wave form is superimposed on the large 


pattern 2 


pattern 3 


pattern 4 


pattern 5 


1 second 


| 


I—Basic 


Fig 
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pattern of progressive depression as best seen in ether anesthesia. 


pattern 6 


7 

| 

30] 


deflections at this time. Thus a so called complex 
or mixed pattern slowly develops. Next the ampli- 
tude begins to decrease whereas the complex shape 
still persists. Thereafter periods of relative cortical 
inactivity appear which last less than 3 seconds at 
first. These burst suppressions increase in duration 
to between 3 and 10 seconds for a while and to more 
than 10 seconds later on. And finally the depression 
results in the entire loss of electrical activity with 
1 flat or formless tracing 

Between this electroencephalographic classification 
and the clinical signs of anesthesia a good correla- 
tion exists, provided that cerebral metabolism re- 
mains undisturbed. The EEG changes precede the 
clinical signs significantly. Furthermore they regis- 


ter minimal changes and trends more sensitively. 


Pattern 1 corresponds to the transition of first stage 
to second stage anesthesia with loss of consciousness 
Pattern 2 is equivalent to a deep stage two and 
pattern 3 to first plane third stage anesthesia suffi- 
cient for any procedure not requiring relaxation 
Pattern 4 equals a deep second plane third stage 
level with good relaxation and pattern 5 corresponds 
to lower third plane third stage anesthesia with 
profound muscular relaxation. Patterns 6 and 7 are 
to be avoided in clinical work and coincide with 
fourth plane and fourth stage levels characterized 
by the absence of all reflex activity, impending res 
piratory failure, and severe cardiocirculatory im 
pairment 

Phere is also evidence of an accurate relationship 


between the EEG and the neurophysiological pro 


normal pattern 1 


pattern 4 


1 second 


pattern 2 


pattern 3 


pattern 5 


pattern 6 


Fig. 2—Modification of basic 


pattern as seen with barbiturates 


light ether anesthesia 


deep ether anesthesia 


light anesthesia as in first tracing 


1 secon 


plus respiratory acidosis 


Fig. 3—Effects of respiratory acidosis superimposed on light ether anesthesia 
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esses involved. Patterns 1 and 2 are a reflection of 
the differentiation occurring with the beginning and 
progressively increasing depression of the reticular 
ctivating system. The appearance of the complex 


pattern expresses the activation of the extrapyramidal 


system and the cortical suppressor areas. This is 


100 
50 


Fig 


followed by the typical burst suppression of patterns 
4. 5 and 6 and the electrical silence manifested in 

Phis sequence signifies the gradual ces 


sation of rhythmic impulses via the thalamus. Ob 


+) 


islv, this account of underlying cerebral processes 
is incomplete and represents only a beginning 

In summary the EEG is considered to be a de 
pendable indicator of the depth of anesthesia which 


s especially helpful in extensive surgical 


proce dures 


ind with the use of more complicated inestheti 


methods and multiple agents 


Compared with the 
inical evaluation it indicates small changes with 
Moreover. 


accessory drugs such as ganglionic blockers, sympa 


+} 


vreater sensitivity and at an earlier time 


lomimetics, adrenolytics, anticholinergics, pheno 
ine derivatives and the like mav significantly 
ilter the clinical signs of anesthesia but do not inter 
te with the electrical activity of the cortex. Finally 
with the anesthesia stabilized at an even level the 


EEG shows evidence of anv additional cerebra 


stress which may contribute to the total cortical 
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light cyclopropane enesthesia 


anesthesia as above plus anoxia 


after removal of cause of anoxia 


4—Effects of anoxia superimposed on even anesthetic level 


depression. Thus cerebral anoxia, hypoglycemia, 
impaired pulmonary respiration, decreased cardiac 
output and cerebral blood flow, increased intracranial 
pressure may be suspected according to the individual 
circumstances and corrected with the guidance of the 


electroencephalograph. 
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Metastatic Abscess of the Brain 


As Complication of Bronchiectasis 


Case Report 


Brain abscess may develop as a 


complication of chronic suppura- 
tive disease of the lung. Various 
routes for the spread of infection 


are discussed and a case is re- 


ported. 


T HE WRI 
or descril 


abscess. It is intended to call to the attention of 


TING of this paper is not to discuss 
in 


ve in detail bronchiectasis or cerebral 


many physicians who are treating bronchiectasis, or 


have to deal with patients who have bronchiectasis 
the possibility of a most dangerous complication 
metastatic cerebral abscess. 


Cerebral abscess is not a frequent compli: ation of 
bronchiectasis but is a serious one. In today’s liter 
ature it is very difficult to find much information 
about it. 

Prior to the development of modern chemotherapy, 
infection was usually the direct cause of death in 
bronchiectasis. 

With present day antibiotics, infections occur but 


ure generally easily controlled. Empyema and brain 


abscess are much less common than formerly. They 
still occur, however ind brain abscess, espec ially 


may result from subclinical infection.* Forni* stated 
the symptoms of a chronic abscess during its latent 
period frequents ire issociated with the diseas« 
causing the abscess and it is necessary to make a 
careful examination for the diagnosis and treatment 

Bradshaw, Putney and Clerf® in 1941, reviewed‘ 
patients with untreated bronchiectasis seen originally 
between 1925-35. Fifty-nine of 134 patients died 
from bronchiectasis or its complications up to the 


time of the report. Mall reported three instances of 
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cerebral abscess among 55 fatal cases. Schorstein 


stated that twenty per cent of bronchiectatic patients 
eventually develop a cerebral complication Collis! 
reported three cases in 54 deaths from bronchiectasis 
between 1933-38 

Collis in 44 cases collected from the Brampton 


Hospital, from Birmingham United Hospital, and 


from | MLS Chest Center reported ] ists ! 
bronchiectasis complicated by metastati rain al 
scess including eleven males and one femal! Phere 
were different ages: the voungest, 13, tl lest, 44 


Duration of the diseas reported Was trom five 


months to entire life. Majority of abscesses contained 
streptococcus: one was sterile 

Evans and DeWitt have pointed out that the clin 
ical picture of this type of cerebral abscess ys 
1 marked difference in one respect from rebral 
abscess of other etiology This differen = the 


rapidity with which the disease reaches a fat 
mination 

The organisms reported by Webster and Acord 
jion’, as most frequent, have been staphyloccoccus 
streptococcus and pneumococcus 

Evans stated that streptococci are frequently found 
in these abscesses but that a number are steril 
1 occurrence of a proportion of sterile cases led 
McCordock to think that some organisms difficult 
to find microscopically or on cultures were respon 


sible 


ETIOLOGY OF METASTATIC BRAIN 
ABSCESS FROM BRONCHIECTASIS 


Virchow in 1853 drew attention to sudden appe 


ance of symptoms of suppurative disease of the brain 


as a complication of septic pleuropulmonary dis 


passage ol 


ease. He attributed the connection to the | 


a septic embolus from the lungs to the brain. Why 
the brain is attacked more frequently than the other 
organs has been a puzzling question. Many theories 
have been proposed but none have been entirely 
acceptable 
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Schorstein (G.I. )* felt that in chronic disease, the lobes. 


brain is not fully protec ted, as are other organs, by 


On antibiotics and postural drainage there 


was some improvement and he was discharged three 


locally formed antitoxic agents. weeks after admission. Following that, his local 


Eagelton* felt that pulmonary disease favors the doctor treated him about once a month with “sulfa 


thrombotic process in the cerebral veins. and pens illin”’ for exacerbations and fever. 


Gardner* felt that long continued coughing, by A few days prior to his second admission to Ca- 


producing a positive intrathoracic pressure, lowers tawba Sanatorium, his head began to hurt and he 
the cardiac output temporarily and a consequent had interior chest pain. He also experienced abdom- 


transient ischemia of areas of the brain develops inal discomfort with nausea. On the third day of 


which tends to lower cerebral resistance these complaints, he was admitted to a local hospital 


Parker® thought it possible that the tissues of the with 


i very severe headache. Presumptive diagnosis 


ng and brain have something in common where! of tuberculous meningitis was made and he was 
brain tissue acts as favorable soil for metastasis « transferred to Catawba Sanatorium on April 4, 1959 
suppurative processes in the lungs fourteen months after his first admission. 


Phe most acceptable theory is that for 


Examination: Temperature—100.2°; Pulse 
to spread to the vessels of the chest wall 


, 0; Respiration 28: Blood pressure 160/120. A 
1} mn the Jour } 
idhesions between the ung i } . } 
normally developed, chronically ind acutely 
» have become vascularized. T] 


male complaining of headache and abdominal 

irried to the azvgos vessel 
; pain. He was mildly confused about recent events 
carried to the superio 
‘ He took various positions in bed and could sit with 


some assistance. Grip and bilateral motions wert 
throm! } 


normal. Pupillary reactions were equal and normal 
rsed flow in i . . 
Phe optic disc was indistinct in outline and minima] 
then enter his system and i 


panpill M4 Was thought to he present The skin 
iround the mouth and nose was erythematous. shiny 
aling. The head and neck were mobile except 
When the embolus has reached the brain it ee 


tor slight resistance to flexion. Brudzinski’s 
lv followed \ I 


inaere 


Was present All deep reflexes te sted were some\ 

infected with bic ¢ 1erol 
peractive. No sensory aberration was obs 

he abdomen was tense but not 


Wi like to stress 


pecial importance 


no cardiac murmurs heard and th 
ni onditions. It takes considerable tim 


was regular. On auscultation of 

‘come vascularized so 
rales were heard in the right 


if 


th te ¢] 
can spread across them to the } 
in spread acro : laterally. Chest x-ray revealed 


het} 


th lower lung fields with 


ombing in the left base 


tasis 18 only 


only unde r 


Laboratory data: On April 21, 1959, blood cul- 
tures were planted and reported negative for com- 
mon bacteria. Blood count reported: WBC 13,200: 

Polys 88°; L 7%; E4%; Spinal puncture 
] 


old white tenant farmer was first was performed. Opening pressure was read as 440 


ASE REPOR’1 


mi A) sj ‘ssure. 360 of A The 
idmitted to Catawba Sanatorium on February 7 mm of H,O; closing pressure, 360 mm of HO. The 


1958, with a te 


native diagnosis of pulmonary tuber appearance of spinal fluid was described as slightly 
culosis because of marked hemoptysis and productivi cloudy. It contained 1,380 cells per cubic millimeter 
cough. Tuberculin and histoplasmin skin tests were with 65°¢ lymphs and 357% polys. Smear and cul- 
positive but cultures and concentrates of sputum tures from spinal fluid for acid-fast bacilli and 
se re negative for acid-fast bacilli. His sputum wan secondaries were negative. There was slight increase 
copious, purulent, separated into three lavers, and in proteins. Sugar content, 62 mg.‘; , chlorides, 640 
grew almost pure cultures of staphylococci. Bilateral mg.’ Queckenstedt test was negative. 


bronchograms showed extensive cylindrical bron- 


Hospital Course: During the first two days the 


chiectasis of the right middle lobe and both lower patient asked frequently where he was, cried out 
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| 
sary tor t 
chest w il] t 
bus will thet 
ises thev w 
iva and will 
without il] effect If 
when madit 
veins, it p 
the pat 
will be 1 
hat 
organist 
were 
rapid heart rate 
+} 
the ple iral adhesions te 
se posteriorly and 
Thrombotic process 
| } : 
vatchy densities in 
ntercostal veins. Brofi 
 <uevestion of honev- 
duce this condition when it is of severe degree or eel | 
has been treated surgically bec thes 
circumstances can 
veins be affected 
This 45 vear 


irrationally occasionally and complained of head- 
ache. It was noted that there were small irregular 
jerking movements of the left arm upon occasion. 
By the third hospital day, the patient seemed much 
improved and sat up to eat his general diet and 
walked to the bathroom. Temperature was 99 
Brudzinski’s sign was negative and the patient 
seemed normal in most respects, except headache 
which was treated with ASA with some relief. On 
the tenth hospital day, for the first time, he became 
nauseated and vomited. Headache increased and the 
patient received 50 mg of Meperidine after Cafergot 
and ASA failed to give relief. Temperature rose to 
100.9° on the twelfth day but no other abnormali- 
ties were noted. Chloromycetin gm. one daily was 
started. Early on the fourteenth day he suddenly 
became stuporous, pupils failed to react to L and A 
and he had definite nuchal rigidity. Blood pressur: 

170/98; Temperature—100.8 (R); Pulse 58/min 
and Respiration 20/min. Profuse perspiration and 
moderate generalized muscular twitching were noted 
just before he expired 

Autopsy was performed 

Left lung was described as firmly adherent to the 
rib cage Ihe bronchial tree was dilated out to with- 
in a centimeter or two of the pleural surface. The 


walls of bronchi and of the small vessels showed 


inflammation pulmonary parenchyma was con- 
gested. 
after removing the calvaria, was under 


consideral 


le pressure. The gyri were markedly flat 


Money for 


Americans are spending twice as much money for 


recreation. ali holic beve rages and tobacco as they 
are for medical care, according to the Health In- 
surance Institute. Two out of every 18 dollars the 


public spends for its personal needs go for recrea 


tion, alcohol or tobacco compared to an expenditure 
for medical care of one out of every 18 dollars 
According to data based on 1958 figures and re- 
leased by the U. S. Department of Commerce, Amer- 
icans spent $293 billion on their personal needs 
Some $17 billion of this sum, or 5.8 per cent, was 


spent for recreation while $9.2 billion (3.1 per cent 


tened, On section of the brain, an abscess, measuring 


approximately 6 x 5 x 5 cm, located in the inferior 
portion of the right frontal lobe filled with thick, 
green, purulent material, was seen. Cultures were 


taken and reported negative for bacteria. 
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Medical Care 


went for alcohol and $6.3 billion (2.1 per cent) 
was used to purchase tobacco products, for a total 


) 


of $32.5 billion, or 11 per cent of total | 
consumption expenditures 

In comparison, $16.4 billion (5.6 per cent) was 
spent on medical care. Other public expenditures it 
1958 included $67 billion for food, $38 billion for 
housing, nearly $34 billion for transportation, $32 
billion for clothing, accessories and jewelry, almost 


$4 billion for religious and welfare activities, and 


$3.4 billion for education and research 


VIRGINIA MepicaL MONTHLY 


. 
> 
396 


Medical care for the aged in rural 
areas has not received the consid- 
eration that it has in urban areas. 
An analysis of and partial answer 
to the problem is given. 


F  womg AN SOCIETY can no longer be di 
vided 


into two clearcut segments, urban and 
rural, with distinctly contrasting features. Social 


dichotomy has decreased in inverse proportion to the 


increased mobility of our people. The impact of 


social, technical, and economic change is similarly, 


experienced by rural and urban communities. The 


increased availability of modern communication 


media has lessened the isolation of the farm f: 


There are few rural families living bevond a com 


luters distance of a town or citv of considerable 


Thus rural people are more closely integrated 
in he large society 

\. exemplified by this meeting contemporary 
s concerned with the older segment of the 
This interest has been demonstrated in 
national, state, and local levels; but, more action 


urred in urban areas. Probably this has been 


due to two causes. First, approximately two-thirds 
of all persons age 65 and over in the United States 


nh urban communities. Secondly, it has appar 


ent wen assumed that social and economi condi 
tions of rural life are more favorable to the aged 
person. However, a closer look at present day rural 
living will seriously question this assumption 
MEDICAL CARE PROBLEMS IN 


RURAL AREAS 


As a basis for discussion of medical care services 
for the rural aged, certain medical care problems 
should be examined 


Jessee, R. W.. M.D., Director, Dickenson-Russell-Wise 
Countieos Health District. 
Presented at the Governor's Conference 


on Aging, 
Richmond, December 15, 1959 
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Medical Care Services In Rural Areas 


R. W. JESSEE, M.D. 
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The Need For Co-ordination of Available Services 


As social and economic changes have reduced the 
farmer's isolation, the same changes have often 
removed him from his traditional culture. Emotional 
confusion associated with these changes has often 
brought about erosion of his personal and familial 
security. Family ties have weakened, community 
responsibilities have been revised, and the farmer 
feels that farming is no more secure than other 
occupations in preparing for retirement 

These socio-economic and technical changes have 
also directly affected the medical care services avail- 
] 


able, and equally the approach to obtaining modern 


medical care has been altered. The older rural per- 
son cannot obtain medical care today in the manner 
to which he became accustomed as a young man. 
Modern medicine, with its associated specialization, 
is so different that the pattern of medical care our 
older citizen became accustomed to 30-40 years ago 
mly tends to confuse him today. The country doctor 
our senior citizen learned to love and depend 
He has been 
replaced by better trained, better equipped, more 


technically advanced physicians who generally per- 


that 


upon is now a senior citizen himself 


form their services in clinics or hospitals. This 


means that most patients must go to the health 
facility to obtain medical care rather than having 
he service brought to their home. 


When the aged rural patient ventures forth to 


seck medical care, he faces a formidable array of 
medical resources. Often he finds a physician or 
h service to guide him through the maze of 
specialities and services available. Often he is not 
proper] directed and becomes confused and dis- 
couraged. This not only obstructs his effort to obtain 
the excellent care available, but such an experience 
causes him to procrastinate when care is needed in 
the future. Such hesitation may prohibit the early 
diagnosis and treatment so essential to preventive 
medical care in the aged. The lack of co-ordination 
and direction of medical care also nec essarily result 
in duplication of services and the associated poor 
economy. For these, and other reasons, it is my opin- 
ion that one of the major medical care problems of 
the aged in rural areas is the lack of co-ordination 


and direction of available medi al resources. 
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The Problem of Financing 


A second major problem faced by the rural aged 
in obtaining medical care is the one of financing its 
cost. The difficulties here are probably just as com- 
mon and complex in a rural area as in a more urban 
one. There is a limited number of our rural aged 
population who can meet the costs of needed medical 
care. There are others who can afford all necessary 
costs except those associated with long-term illnesses. 
There are the medically indigent where the balance 
of medical need and financial resource may tip in 
either direction. Then there are those who are totally 
indigent. 

Many of the rural aged have medical care needs 
in excess of their decreased income and resources. 
However, the most prominent financial problem in 
medical care of the rural aged is demonstrated by 
the communities concern, or lack of concern, for the 
provision of medical care services to the indigent 
and medically indigent aged patient. 

Reliable statistics are not available, but it seems 
that the problem of financing medical care for the 
aged indigent and medically indigent may be greater 
in rural than urban areas 
First 


covered by group medical 


This may be related to 


three factors. the rural worker is less often 


insurance and other job- 


may he 


associated bene carried into retire- 


ment. Second, the financial resources of the rural 


community are often limited in comparison with the 


revenue potential of the urban area. Third, medical 


care facilities provi through voluntary agencies 


ilable to the rural aged 


The Need for Ad Vedical Facilities and 


Personnel 


Essential medical services available to the rural 


aged are basi liv s und. As mentioned earlier, mod- 


‘rm transportation and communication has made 
urban medical facilities available to most rural citi- 
zens. services con- 


Community hospital and clinic 


tinue to expand 
time public |} 


h county in Virginia has full- 
overage and voluntary health 


agencies c¢ o form new chapters in rural 


areas 
However, there are striking exceptions to this gen- 
erally 


favorable Virginia picture. County medical 


and dental societies in many rural areas have not 
demonstrated an active interest in the health prob- 
lems of the aged 


aged are either non-existent or only in experimental 


Home care programs for the rural 


or formative stages. Licensed nursing homes tend 


to locate in urban areas and become filled with urban 
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patients thus making such facilities practically un- 


available to the rural patient. Special diagnostic 


and evaluation services for the aged essentially do 
not exist in rural areas. 


Most basic to all these needs, there is a serious 


shortage of trained medical personnel in rural hos 
pitals and public health departments. This shortage 
is not only reflected in the quality of medical care 


available but restricts any expansion of present 


services. 


Types or Illness 


Again, reliable statistics comparing types 


nesses experienced by the aged rural and 


dwellers are not available. Indeed, it is difficul 


find, in terms of morbidity, the actual illness picture 


of the rural aged. From mortality data it appears 


that the long-term illnesses and causes of ce 


rural Virginians are not too different from 


who live and die in urban areas. Chroni 


term illnesses seem to be the most obvious 


problem occurring in this age group. Thes 
illnesses may be generally classified as 


so-called de venerative disease groups 


cardio-vascular disease, diabetes, arthritis 


though these diseases are not limited to th 


age group, such 


it is this group that 


illnesses present the greatest socio-e 


rural medical care problem 


The Need For Re seare ht 


In describing these medical care problems 


} 


assumptions have been made. This was necessit 


bv the lack of factual data available. It is dou 


that the health and medical care problems of the 


rural aged Virginian have ever been actually defined 
This reason alone should justify the need for 
whol 


tigation. The problem, its component parts 


ind the associated responsibilities, requires delinea 
tion 


Administrative and ope rational research is 


to determine the best method or methods of ppl 
technical information already available Ab 
else, sufficient funds are needed to obtain 
personnel to investigate these problems in « 
communities 


SUGGESTIONS RE THE PROBLEMS 


Attention has been directed to certain 
associated with medical care services for the 
rural population 


medial and by appropriate stimulation and assist 


Many of these problems ar 
can be resolved in the local community. 
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blems 


Co-ordination and Integration of Medical Services 


Medical care is now offered to the aged by a variety 
of organizations, both public and private official 
and voluntary. These services vary from community 
to community, but other than care provided by gen 
eral practitioners and general hospitals, the facilities 
available tend to be specialized. Specialists in medi 
cine tend to be interested in specifi disciplines. 
Voluntary health agencies necessarily confine their 
activities to Sper ial fields, such as cancer, heart, et 
Otficial health and welfare agen ies are also cate- 
gorical in approach (such as cardio-vascular diseases. 
cancer control, Old Age Assistance, etc.). The latter 
instance, however, may only be an expedient of the 
moment due to eligibility requirements for Federal 
Nevertheless, the 


medical care needs of the ived can best be detined 


and State funds participation 


through general medical care facilities. Specialized 


medical care programs for the illnesses exhibited | 


the aged ar desirable 


However, it is mv belief that 
a general clinical approach to these problems should 
be the basis and the “clearing house” while the 
categorical and specialized facilities should receive 


the referrals 


For these reasons it is recommended that genera] 


medical care clinics be established throughout rural 


Virginia with a purpose of coordinating basic med 
ical care and preventive medical services to the aged 
These clinics should result from the cooperative 
tion of organized medicine, voluntary health groups 
ind official health and welfare igencies. Such cl 


}cinics 


an be established within the framework of existing 


organizations Local departm nts of publ health 
ire ideally suited to serve as the nucleus for this 
tvpe program 
Financing 

For purposes of discussion, the rural aged popul 


tion may be divided into two medical-economi 
groups. The first group consists of those whose means 
ire sulficient to provide their medical needs and 
those whose means are sufficient to meet all but t] 
osts associated with catastrophic illness 
should be covered by voluntary insurance 

As of June 7, 1959, the AMA Council on Medica] 
Service reported there were 21 Blue Shield plans in 
19 states offering programs for the aged. In 24 other 
areas, sponsoring medical societies are developing 
pl ins to define the elements of care to be provided 


and to establish the scope of benefits to be offered 


Private insurance carriers are working on the prob- 


lem to make coverage initially available to those over 
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65 on an individual basis. Blue Shield contracts 


allowing only 66 per cent of customary fees have 
been agreed upon in many areas, thus placing the 
personal profit of physician’s services second to the 
need for their services. In the last meeting of the 
House of Delegates of The Medical So iety of Vir- 
A spec ial 
“senior citizen” contract, proposed by the Virginia 
Medical (Richmond Blue 
Shield), was approved. One of the principal features 


ginia, action was taken in this direction. 


Service Association 


of the contract is a reduced fee schedule. Income 
limits for full service benefits are $1,500 for the 
individual and $2,500 for husband and wife. Ex- 
perience in other fields of voluntary health insurance 
proves that this voluntary approach is workable and 
desirable 

lhe second medical economic group may include 
the indigent and so called medically indigent. In 
his group every effort should be made to expand 
he number and coverage of eligible beneficiaries of 
voluntary insurance in the so called medi lly in- 
digent group 

Medical care for the indigent must continue to be 
tax supported 

This does not complete the responsibilities or solve 
he problem in itself. New and improved methods 
medical care must also be provided on a more 
economical basis. Thus again your attention is di- 
ected to the necessity for coordination for medical 
and the provision of care facilities in which 
This leads 


rther discussion of medical care facilities for 


+} 


he cost is commensurate with the need 


Vedical Care Facilities 


Adequate licensed nursing homes are essential to 


the economy and medical care of the rural aged. A 
wordinated medical care program in rural Virginia 
innot operate as economically as technical knowl- 
edge permits until it is possible to place the patient 
n the 


facility where cost and necessary care are 


compatible 


Personnel and funds must be made available to 
expand public health nursing supervision to the aged 
in their own home. When this is done the Publix 
Health Nurse can instruct and supervise care given 
by relatives in the patients home so that many of 
the rural aged can be cared for most economical] 


in their familiar surroundings. 


General medic al care clinics should be established 


or 


o provide diagnostic, evaluation and follow-up med- 


ical services to those patients referred from general 
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hospitals and to give direction for those cared for 
at home. 

Throughout the entire program some agency should 
coordinate and direct the patient into and out of the 
facility best suited to the medical needs that he 
exhibits. 

Research 

Basic research relative to the physiology of aging 
should be continued and expanded but even more 
rural 


important to the aged, administrative and 


operational research should be initiated. This re- 
search should consist of field experiments and pilot 
studies designed to determine the most economical 
and effective means of applying technical knowledge 
already available 


These 


under state and county sponsorship, might consider 


investigations, carried out in rural areas 


such questions as: 


a. In view of the present shortage of nursing 


personnel, can licensed practical nurses, under Pub- 


lic Health Nursing supervision, be used in a home 
- program for the rural aged patient ? 
Should the State 


Virginia Department of 


Ith, through the local health Departments es- 


tablish diagnostic, evaluation and classification 


clinics for the 


(Similar to present day well- 
clinics.) 

c. How can technical knowledge relative to nutri- 
tion in old age be most effectively applied in the 
field ? 


A WORKING EXAMPLE 


of how a rural community can 
meet some of the medical care needs of the aged, I 
would like to briefly outline a program now in effect 
in Russell County, Virginia. 

In 1952, with the approval of the County govern 
ing body, and the sponsorship of the County Medical 
Sor iety the Health Department conducted a com- 
prehensive investigation of medical services available 
to public assistance recipients. This investigation 
revealed certain faults in the administration of med- 
ical services to the indigent. 

Authorization for medical care and hospitalization 
was granted by the Superintendent of Public Welfare. 
The Superintendent was not oriented in the medical 
profession and thus did not possess sufficient infor- 
mation to adequately judge the need, desirability or 
merit of the various requests for medical care. 


Too, because of the lack of informed control of 


the patients, the medical services of voluntary and 
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public health agencies were not always made avail 
able to the patient. 

Phe Welfare Board functioned without the rou 
tine advice or opinion of the medical profession. 
Such medical information that was submitted to the 
Board was often inadequate and difficult for laymen 
to interpret. 

Most of the patients in this indigent group were 
persons with long-term illnesses who only obtained 
medical care during acute exacerbations of their 
illness. There was no concerted effort to prov ide 
continued medical supervision and control or pre 
vention of illness in these patients 

As a result of this investigation three remedial 
steps were initiated 

1. A “screening” facility was established to locally 
determine the medical status and needs. of 
digent group. This facility took the form of a 
weekly clinic, conducted by the local physicians and 
Health Department, in which all Welfare clients and 
public assistance applicants were examined and a 
detailed medical opinion was rendered 


2, A Medical 


local physicians, was formed to serve in an advisory 


Advisory Committee, composed ot 
capacity to the Department of Public Welfare rela 
tive to specific medical problems 

3. The local Health Department assumed the rok 
of coordinator of the medical services rendered to 
the indigent-sick 

During the first three vears of operation this 
program demonstrate d the value of coordinated med- 

vices Duplication of services was avoided 

community resources were made available 
patients. Unknown cases of malignancy, 
syphilis, gonorrhea, diabetes and tuberculosis were 
detected through the clini However, one ot 
most important observations made was the fact 
the patients with whom we were working were in 


digent chronically ill persons who could benefit 


from continued medical supervision 


In view of this observation, it was de ided to 
establish a General Medical Clinic which would 
not only continue the screening and advisory activity 
but would also provide out patient medical care 


The clinic was activated in January 1956 


In general the clinic, which is held each Friday 
in the Health Center, provides preventive, diagnosti: 
and therapeutic services that are commonly offered 
by an adequate general practitioner in the operation 
of his private office Spe ialized medical services are 
obtained by referral to nearby urban areas. 

Hospital care, when indicated for clinic 


cases, 
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is provided on recommendation of the clinic physi- 
cian through existing programs of State and Local 
Hospitalization and other categorical programs. Den- 
tal services are provided by local practicing dentists 
Bedside nursing care, as such, is not provided; but, 
where indicated and upon recommendation of the 
physician, the Director of the local Health 
Department may approve acceptance of the patient 
for services normally rendered through Public Health 
Nursing supervision. 


clink 


Throughout the entire program emphasis is placed 
on the preventive and control aspects of the condition 
exhibited by the patients admitted. Every effort is 
made toward early physical and vocational rehabili 


tation in cases considered feasible for this approa h 


The eligible population consists of public as 


sistance recipients and medically indigent resident 


of Russell County. Medical indigency is determined 


by the Department of Public Welfare 


Patient visits to the clinic are by appointment only. 
Appointments may be made by request of eligible 
individuals, by referral of local physicians or return 
appointment given by the clinic physician. The clinic 
is staffed by a Public Health Nurse and a local 
physician who serves on a rotating basis with the 


other physicians in the community 


The coordination and integration of available serv- 
ices are both vertical and horizontal. The welfare 
social worker, vocational rehabilitation personnel 


and the Health Department staff is integrated 


gt 
Rehabilitation and 
social workers are encouraged to attend the clini 


through the clinic, as a team 


with problem cases and clinic physicians assist by 
giving information and recommendations as needed 
The clinic budget allows for necessary consultation 
fees, an honorarium of fifteen dollars to the clini 
physician and indicated laboratory and x-ray services 
which are purchased through the local hospital 
These funds are provided through the Virginia State 
Department of Health and the Russell County Board 
of Supervisors. Drug bills are 
Department of Public Welfare 


paid through the 
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dress is 4813 West Seminary 


The age distribution of current clinic cases ranges 
from two to 87 with a median age of 48. This rela- 
tively low median age is of importance in that it 
indicates the potential long-term nature of many of 
the illnesses. Also, it emphasizes the moral and 


economic rehabilitation of the 


necessity of early 
indigent-sick. 

The types of illnesses exhibited in the clinic largely 
consists of the degenerative diseases that have ex- 
isted for sometime prior to the patient’s admission 
to the clinic. The primary admitting illness is often 
associated with complications and other concomitant 
pathology. 

It is estimated that 80 per cent of the current 
active clinic patients have varying degrees of non- 
reversible pathology. In such instances efforts are 
directed to the control of the disease process, allevia- 
tion of discomfort and the prevention of harmful 
sequelae 


have remedial defects which under proper treatment 


Approximately 15 per cent of the cases 


allow physical rehabilitation. The remainder of the 
ases usually represent acute illnesses and other 
disease processes which readily respond to treatment, 
but which without adequate therapy may develop into 
long-term pathology. 

On the basis of experience gained in this program, 
similar clinics are now in the initial phases of de- 
velopment in two adjacent counties. The new clinics 
are being modified to meet local community needs 
and resources, but generally their development will 
follow a pattern similar to that described in the Rus- 
sell County experience. The Virginia State Depart- 
ment of Health intends to include in their budget 
for the next biennium a request for sufficient funds 
to establish approximately 20 additional clinics of 
this type. If these funds become available and such 
clinics are established, it is my opinion that a major 
step will have been taken in the direction of improve- 
ment of medical care services to Virginia’s rural 
aged. 


Note: Since presenting this paper, Dr. Jessee has been 
promoted to the staff of the State Department of Health 
as Regional Directer of Local Health Services. His ad- 
Avenue, Richmond. 
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Children’s Unit, Eastern State Hospital 


A children’s unit has been estab- 
lished at Eastern State Hospital. 
It is well staffed to help the dis- 
turbed child and has accommoda- 


tions for fifty-four patients. 


LITTLE KNOWN DIAGNOSTIC and 
therapeutic facility available to Virginia phy- 
sicians is the Children’s Unit of Eastern State Hos- 
pital. 


It is unique in the State Hospital System, 


and is a comparatively rare type of medical facility 
The Children’s Unit is an inpatient, diagnostic and 
treatment center for emotionally disturbed children 


It exists as a separate service within the hospital 


HISTORY 


For many years an effort was made to separate 
the children in the hospital population from the adult 
patients. This effort was the beginning of the pres- 
ent Unit. wards for children eventually 
were established. Because of the unique needs of 
disturbed children, a cohesive service with special 
facilities then began to evolve. Each year the Unit 
became more readily identifiable as a separate serv- 
ice, and each year the therapeutic program was 
enlarged and improved 

Highlights in the history of the Children’s Unit 
include tl 


boys in 1954 and for girls in 1957. An intramural 


school was started in 1954. 


1e establishment of a separate ward for 


Two years later the 
department of clinical psychology began to partic- 
ipate in the therapy program, making both group 
and individual psychotherapy available to all the 
children. In 1959 a staff physician was given full 
time assignment to the Unit. That same year transfer 
of the children to the present location of the Unit 
was completed. 1960 has been a year of continued 
development with a special effort to include the 
parents of the patients in the treatment program. 
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PHYSICAL FACILITIES 
In its present location, the Unit occupies the se 
ond floor of one of the newer buildings in Eastern 
State Hospital. 


of Williamsburg, the building is surrounded by spa- 


Being located in the Dunbar area 


cious grounds providing out-of-door play areas and 
restful scenery 

The Unit is divided into three areas—a central 
school and administrative area and two wards. In 
the central area are located the four classrooms of 
the school, the 


physician's, psychologist’s, and 


nurses’ offices, and a treatment room. On each side 
of this central area is a ward, one for boys and one 
for girls. Each ward contains fifteen private rooms 
and two alcoves with a capacity of six beds each 
In addition, each ward has a dav room, nursing 
office, treatment room, lavatory, shower room, and 
storage areas 

lhe occupational therapy shop is shared with the 
adult patients who reside on the first floor of the 
building, thereby making it available to the children 
only half of each day The kitchen and cafeteria 
are located in the basement and are shared with the 
adult patients; however, separate dining rooms are 


provided for the children There is also a large 


recreation room available for dances, parties, and 


motion pictures 


STAFF 
The staff has representatives of many disciplines 
Its members, with full time assignment to the Chil- 


dren's Unit, are listed below: 


Physician in charge 
Clinical psychologist 
Social worker 
Teachers 

Nurses 

Attendants 


In addition, there is a part time staff, as follows 
Occupational therapists 
Student teachers 
Clinical psychologists 


Graduate psychology students 


Music therapists 


VirGINIiA MepicaL MONTHLY 


1 


Great help in the various programs is provided by 
numerous volunteer workers from Williamsburg and 
neighboring areas. 


DIAGNOSTIC AND THERAPEUTIC 
PROGRAM 
Due to a relatively small patient population, each 
patient is known by every member of the staff. Fre- 
quent conferences are held so that each staff member 
mav share in the observations and findings of the 
others. In addition, these frequent conferences per- 
mit inter-discipline communication and coordination 


pro 


in order to assure a unified, consistent therapy | 


gram 

During his early weeks of hospitalization each 
patient is evaluated, both physically and mentally 
The routine diagnostic workup includes: 


hvsical examination 


slood and urine studies 


’svchological testing 


Psychiatric examination 
| 


lectroencephalogram 

Skull and chest roentgenograms 

Tentative placement in a class in school 

Observation in various activities and situations 

Detailed family and development history 
obtained from parents 

Evaluation of the parents’ personalities and the 


dynamics of the family 


On the basis of this initial evaluation, a diagnosis 
Where possible, the patient is returned to 
the referring source with a summary of findings and 
recommendations If continued hospitalization is 
indicated, an intensive therapy program is begun 
The regimen attempts to provide a comfortable 
environment in which the child is accepted and his 


} 


vhavior understood. 


In a permissive, accepting 
atmosphere, the child is encouraged to interact with 
the other patients and with the staff members. As 
problems arise, the child is helped to deal with 
them. While the attitude of all staff members is 
generally permissive, the environment is kept suffi- 
ciently structured so that the child can easily grasp 


the limits of acceptable behavior. Great emphasis 


is placed on maintaining a stable environment. The 
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overall plan of treatment is to provide a milieu in 
which the child can resolve his problems, grow 
emotionally and intellectually, and develop con- 
structive patterns of behavior. 

The school provides both group and individual 
instruction designed to fit with the therapy program. 
Where possible, sufficient scholastic achievement is 
maintained to allow the child on release from the 
Unit to return to school without falling behind his 
class. 

About seventy per cent of the children receive 
tranquilizers in order to facilitate their participation 
in the program. All of the patients attend group 
the rapy sessions once or twice a week. More than 
fifty per cent are receiving individual psychotherapy. 
All are involved in the occupational, school, recrea- 
tional 


each staff member is available to help the patients 


and music therapy programs. In addition, 


work out the day to day problems that arise. 
Twice a month group therapy meetings are held 
Also, the ward 


physician and the social worker have frequent con- 


for the parents of the patients. 


ferences with each family. 


PATIENT POPULATION 

The present capacity of the unit is fifty-four chil- 
dren. The patient population is usually from thirty 
to forty At the time of this writing, there are 
thirty-three children in the unit. Their age range is 
from ten to eighteen years. The present population 
includes patients with adjustment reactions of child- 
hood and adolescence, schizophrenia, chronic brain 
syndrome with various reactions, and mental defi- 


ciency with various functional reactions. 


SUMMARY AND CONCLUSIONS 
Phe Children’s Unit of Eastern State Hospital is 
a psychiatric residential unit for the diagnosis and 
It at- 
tempts to provide a therapeutic milieu in which dis- 


treatment of emotionally disturbed children. 


turbed children and their families can be helped. 
Che efforts of many disciplines are involved in the 


program and a variety of forms of therapy are used. 


Eastern State Hospital 


Williamsburg, Virginia 
g g 


Mental Health.... 


The Stilled Voice Reawakened 


For those individuals who have had a laryngec- 
tomy a most conspicuous concern quite obviously is 
the inability to speak. However, in gaining an un- 
derstanding of the problems with which such indi- 
viduals are confronted rather than devote this discus- 
sion to the techniques of speech retraining per se the 
approach will be on a much broader and yet more 
personal level. When a disabling illness occurs 
progress in recovery and rehabilitation depends on 
whether we deal with the individual's response to 
his illness as a whole or whether we focus narrowly 
on the disability alone. The tendency so often is to 
think in terms of the illness, of the specific symptoms 
and the particular impairments that accompany it 
and which may remain when the acute phase of the 
illness is over. In this sense the person is looked 
upon primarily as a carrier of the illness, as if the 
two were physically together vet as if the disability 
is to be considered separate and apart from the rest 
of the person. 

When we instead look upon the individual within 
the context of his total life situation we become aware 
of a number of effects and ongoing states. One of 
the common characteristic aspects of illness is the 
sudden and extensive limitations which may be im- 
posed on the psychological life of the individual 
At first the experience may be one of anxiety and 
despair leading to feelings of inadequacy and even 
pre ipitating an attitude of hopelessness. These feel 


ings may begin influencing the individual even before 
he sees a physician or goes to the hospital. They 
may affect his relationships to his physician, may be 
carried over into the treatment process, and also into 


his post-« onvalescent period. 


A procedure which may result in either the removal] 

of part of the body or in a change in the physical 
appearance of the body, or both, often may caus¢ 


an initial period of depression. In a sense, a kind 


of normal mourning sets in. The change in the 

Paper is based on a talk delivered to the Piedmont Lost 
Chord Club of the Richmond Unit, American Cancer So- 
ciety, Inc. 

Jacop SurverBerc, Ph.D., Director of Psychological Serv- 
ices, Memorial Guidance Clinic. 

Approved for publication by Commissioner, Department 
of Mental Hygiene & Hospitals. 
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physical state of the body tends to emphasize that 
something has been lost or altered. The individual's 
wish to be as he was before, a whole intact person, 
accentuates these feelings of loss or change. How 
ever, a period of “mourning through” may be more 
helpful in eventual recovery than a persistent denial 
of either the loss, or of the value attributed 
lost part of the body or its function. In this w 
individual can then have the opportunity to alt 
interests and goals more realistically in accord 
those assets and capabilities that remain in 
basic change necessary for the resumption of 
ductive and self-directing life 

A few words need to be said in regard to the 
ular concepts and attitudes about cancer itsel! 
word cancer, much less the disease itself, has 
and remains associated in the minds of most jx 
with strong emotional attitudes, particularly wit 
fears of having an incurable malignancy. Wha 
needs to be emphasized here is the realistic observ 
tion from experience that cancer of the 
usually a localized disturbance and, with 
treatment, represents one form of cancer wit! 
excellent prognosis While some of the fear of cancer 
is realistically based, to a large extent much of the 
anxiety attached to their illness appears to stem trom 
irrational fears. How an individual may react to 
this illness is usually colored by these psychol 
attitudes and conflictual feelings 

One of the central problems relevant 
cussion has to do with the psychologic: 
losing the ability to speak, an activity 
human 


the larvnx, which may be 


It is not solely the loss of part of 

threatening but of far 
greater importance may be the inability to communi 
cate with others as before The separation between 
ourselves and others is now painfully experienced 
and this may in turn lead to further isolation and 


withdrawal from the world. This change in livin 


often contributes to the way the individual perceives 
the physical, marring, effect of the tracheotomy and 
of the artificial devices used and how he believes he 
now appears to others. Many individuals are highly 
sensitive to this cosmetic effect. Such feelings may 


engender an increased shyness about the self and 
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a desire not to be seen by anyone, It becomes eas) 
then to slip into the role of the invalid, to be not 
simply a person with some physical limitation, but 
an invalid in the more complete sense of the word. 
Far more basic than the loss of a part of the body is 
the effect of this illness on a person's concept of 
himself—the self as a social being, the self as a 
provider for the family, the self as a productive 
human being. It is easy to look upon one’s self as 
an injured, ineffective person and to feel that others 
consider one’s self in the same light. A person may 
see himself now as being a burden to his family and 
to his friends and may feel that he is unmanly, 
worthless, ugly. He may even try to deny that he is 
ill or will try to hide it. Ill people are so often 
devalued in our society and looked upon as inferior 
individuals, that those who are afflicted accept the 
devaluating aspect of their illness and will tend to 
devalue themselves 

It is important as to how the patient's family reacts 
to his disability. If they reject the individual, that 
is, indicate in one way or another that they are 
unhappy about what has happened, or if the family 
becomes overindulgent and protective, and act as if 
they were afraid to allow the person to attempt to 
return to a self-sustaining existence, the net effect 
will be to hinder recovery. 

Attention, there fore, needs to be paid to those as 
the 


individual that remain intact, which 


Iwins, who physically may be hard to tell apart, 
psychologically need and seek individual recognition, 
according to an article in Today's Health magazine 

[wins struggle for an identity which, because of 
the very circumstances of their birth, is constantly 
threatened with eclipse. Twins therefore find it 
necessary to assert a cherished individuality and to 
demand individual recognition.” 

There is scientific proof, the article continued, that 
even identical twins are not carbon copies of each 
other. They are apt to begin life at different sizes 
and to grow at different rates. They have different 
aptitudes, talents, interests, and skills. 

lo help twins adjust to a world that thinks of 


them as one rather than as two, parents should: 
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Twins Should Be Treated As Individuals 


represent useful assets, and with which health can 
be recovered and maintained. To help do this one of 
the most valuable functions afforded by such groups 
as the “Lost Chord” clubs, is that by a common 
identification each individual who has had a laryn- 
gectomy can share and compare his experiences, his 
ideas and attitudes, his fears and anxieties about 
himself. Here he can find an acceptable atmosphere 
for intimately facing his feelings regarding his dis- 
ability—-where the members of the group can show 
each other that they are not alone. In this way each 
individual can learn that there is a community to 
which he can belong, where he is accepted and can 
assist others with similar problems, and through 
which he can move on to recover on a more complete 
basis than the physical alone. 

This atmosphere is essential to a rec overy program. 
While speech practice is important in order to receive 
the most benefit, these other factors when brought 
out and exposed to the light of common awareness 
may encourage the relearning of speech so that it 
can be more easily and quickly accomplished. A 
person recovers health, really achieves health only as 
he overcomes the psychologic al problems engendered 
by his illness as related to himself and to those indi- 
viduals in the world who are of significance to him. 
In the final analysis each individual while given 
assistance by others must learn to take care of him- 


self—no one else can do it for him. 


Dress twins differently and give them different 
toys. 

Treat them as individuals by playing up their 
special skills and talents. 

Refer to them by their names, never “the twins.” 

Educate outsiders not to ask the twins, “Which 
one are you?” 

Encourage each twin to develop his own inter- 
ests. 

Encourage each twin to cultivate some friends 
he can call his alone. 

Encourage each twin to spend some time on his 
own away from home. 

Flora Rheta Schreiber wrote the article appearing 

in the May issue of the American Medical Associa- 
tion magazine. 
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Pre-Paid Medical Care.... 


Medical Care in Surgical Cases 


Perhaps the least understood provision of the Blue 
Shield Contracts is the exclusion of “medical services 
in surgical cases”. Yet, the basic reason for this 
exclusion is the very one that keeps Blue Shield from 
covering “medical services in home or office” the 
necessity for which omission most doctors recognize. 
It is a financial reason. 

“What goes out must first come in” is a platitu- 
dinous way of explaining the truism that a health- 
care prepayment program must charge rates to sub- 
scribers which, in aggregate, will equal or slightly 
exceed the claims payments made under the program 
Consequently, to keep subscriber rates at levels folks 
are willing to pay, prepayment programs must ex- 
clude some items of coverage; they cannot cover al] 
items of service else the rates be too high. In order 
to keep its rates at acceptable levels, Blue Shield 
historically has provided for the services of but one 
doctor-in-charge per hospital case. 

Oftentimes two doctors are necessarily involved 
either concurrently or “in sequence’, so to speak 
but as a rule Blue Shield can make payment to only 
one. Paying both doctors in all such cases would 
increase Blue Shield’s claims expense appreciably, 
and a commensurate increase in subscriber rates 
would thus be required. Although individual sub- 
scriber-patients might be willing to go along with an 
increase in their prepayment charges for this purpose, 
the public in general is dec idedly antipathetic to rate 
; an attempt by Blue Shield 


provide for medical as well as 


increases for any purpose 


to adjust rates t 


surgical services in the same case might well be the 
last straw added to the prepayment load of an already 
over-burdened public 


In order to kee 


attractive—to undercut Blue Shield offerings—in- 


p their premium rates competitivels 


surance companies frequently promote indemnity 
programs characterized by no provision whatsoever 


for any medical or non-operative care. Unfortunately 


these surgical-only programs are sometimes more ap- 


pealing than the wider, but necessarily more expen- 
sive, coverage of a Blue Shield Contract. If a patient 


with surgical-only insurance requires medical services 


406 


Edited 
RICHARD J. 


by 


ACKART, M.D 


in addition to surgery, the physician responsible for 


the former expects the patient to pay whatever fee is 


charged directly from his own pocketbook. Because 


of its contractually stipulated limitations, Blue 


Shield’s cove rage in similar cases is no different than 


that of the “surgical-only” policy referred to—no 
better, no worse The patient has purchased “ neces 
sarilv delineated coverage and must personally and 


directly pay for whatever services lie beyond the 
extent of that coverage 
The actuarily dictated exclusion of medical serv 


} 


ices in surgical cases, because it is clearly spelled 
wit in the Blue Shield Contract which the subscriber 


When Blu 


Shield contractually is unable to make payment for 


holds. is not a disfavor to any doctor 


a certain doctor's services, those services 


by defini 
tlon—are completely extraneous to the subscribers 
contract, and the doctor therefore can charge and 
collect what he wishes, his participation in Blue 
Shield notwithstanding, just as though there were 
no Blue Shield 


involved, the patient's obligation to the 


When medical services in surgical 
cases are 
physician who rendered those services can more easily 
be fulfilled because Blue Shield helped him make 
payment of the surgeon’s charges. Even in these 
cases, therefore, the “medical man” is benefited by 
Blue Shield operations 

And Blue Shield, of course, makes payments for 
in-hospital medical services whenever surgery is not 
also involved. It does so to the extent of a million 
dollars per year. Because Blue Shield makes pay 
ments for medical services when surgery is not neces- 
sary, and indirectly assists the physician in collect 
ing his fee whenever it is, the Blue Shield program 
seems to warrant the active support and participation 
of “‘medical men” as well as of surgeons. Unless, of 


course, the individual physician looks upon Blue 


Shield as no more than a collection agency for his 
personal benefit, in which case he makes much of the 
possibility that a surgeon “gets more” out of the 
program than he does 

Shield is not a collection 


But Blue agency for 


individual doctors 


Phe primary purpose of the Plan 
accordingly, Blue Shield 


(Continued on page 410) 


subscribers 


is to benefi 
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Current Currents 


CARE OF AGED: The big news, as this issue goes to press, is a report that the House 
Ways and Means Committee has approved a limited program of government financed 
medical care for some ten million needy aged. The program is designed to benefit be- 
tween 500,000 and 1 million of this group annually. The plan, adopted after nearly 
three months of executive sessions, is quite different from the plan offered by the Ad- 
ministration and those proposals backed by Labor. 


In essence, the proposed plan follows the approach of the AMA 8-point program on 
Health Care of the Aged which was outlined by Dr. Orr in the May 16 issue of the 
AMA News. This, it will be recalled, stressed more help for the “near needy”. The 
Committee’s plan would offer Federal grants to states willing to pay part of the bills 
for hospitalization, nursing home, and other medical care for those over 65 not poor 
enough to qualify for public assistance. In doing this, the Committee has set up the 
concept of a “medically indigent” senior citizen. 


Before approving its own plan, the Committee rejected Mr. Forand’s proposal for the 


third time. The vote was 17 to 8, with all ten Republicans and seven Democrats op- 
posed. 


The measure drafted by the Committee is expected to be called on the House floor 
under a “no amendment” procedure. 


ANTI-VIVISECTIONIST BILL: Senator Cooper (R. Ky.) and ten of his Democrat 
colleagues have introduced a bill which physicians will wish to watch closely. Favored 
by anti-vivisectionists, §. 3570 would affect recipients of Federal research grants, as well 


as government agencies engaged in scientific studies which involve the use of experimen- 
tal animals. 


HILL-BURTON: The latest report available from the Department of Health, Edu- 
cation and Welfare reports that 91 Hill-Burton projects have been completed and are in 
operation in Virginia. The projects were built at a total cost of $71,247,865, which 


includes a Federal contribution of $26,957,275. The projects made available 3503 ad- 
ditional beds. 


Currently under construction are 20 projects designed to supply an additional 1000 
beds. Twelve other projects, designed to supply 461 additional beds, have been approved. 


HAVE YOU MADE YOUR RESERVATION FOR 
THE 1960 ANNUAL MEETING 
OCTOBER 9-12 
VIRGINIA BEACH 
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VOLUNTARY HEALTH INSURANCE: Private health insurance in the United 
States is well on the way toward accomplishing what many experts in the field of social 
security have believed to be impossible, namely, near universal coverage of the entire 
population. This is the principal finding of a study conducted by Dr. Rita R. Camp- 
bell and Dr. W. Glenn Campbell and recently released by the American Enterprise 
Association. 


Many of the findings of this study are pertinent to the current controversy concern- 
ing a national health program for the aged. On the question as to whether the aged 
can afford to pay for their own health care, the authors state that “based on the exten- 
sive evidence examined in this study, it seems clear that a substantial majority of to- 
day’s aged can afford to pay for health insurance and that in the future the percentage 
will be even higher. Certainly the 4 million persons over 65 who are either employed 
or wives of employed persons can pay for their own health care. In addition, the al- 
most universal coverage of OASDI, the continuing and rapid expansion of private pen- 
sion plans, and the steadily increasing real national income are signs pointing to the 
future when the great majority of the retired aged will be, if they are not already, 
out of the category of those unable to pay for their own health care.” 


The authors describe the growth of private health insurance as “spectacular” and a “‘strik- 
ing example of the unparalleled contributions that have been made to American life by 
voluntary and cooperative effort.” 


The study reveals that the percentage of the Nation’s resources devoted to health is high- 
er in the United States than in Great Britain—a country with governmental provision 
for medical care for all. It is pointed out that “experience with the British National 
Health Service clearly demonstrates that provision of health care by Government does 
not solve the problem of ‘adequate’ health care for all, as is so often claimed by pro- 
ponents of compulsory health insurance.” 


DID YOU KNOW DEPARTMENT: In 1611, a Swiss medica! writer attempted to 
prove that nostalgia was a disease, and that the action of soldiers deserting on the plea 
of homesickness was a physical ailment caused by changes in atmospheric pressure, as 
when a mountaineer went to live in the lowlands. 


There were medical societies during the heyday of the Roman Empire and they an- 
nually offered prizes for the most brilliant cure effected by one of their members or 
for the invention of the best surgical instrument. 


When the automobile first appeared, a staid New Englander said this new machine would 
soon divide mankind into two classes, the quick and the dead. 
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Public Health... 


“Immune Milk” 


Phe term “immune milk” is used by W. E 
sen, Ph 


nesota’s Department of Dairy Husbandry to desig 


Peter- 
connected with the University of Min- 


nate milk from cows which have been treated with 
such substances as suspensions of killed pathogen 
bacteria, When this is done under directions pre- 
scribed by Dr. Petersen, the milk produced is desig 
nated as 


his associates believe that this milk is useful in treat 


immune milk”. Dr. Petersen and some of 


ing arthritis and other conditions 

Public knowledge of this product probably came 
to Virginia first in 1959 when Dr. Petersen told a 
Blacksburg audience how he had injected disease 
irganisms into cows’ udders and produced milk 
which apparently cured his own arthritis and both 
arthritis and hay fever symptoms in other volunteer 
patients. He credited the results to antibodies formed 
in the cows’ udders and transmitted into the milk 

On December 17, 1959, Dr. Petersen spoke at a 
short course for dairymen sponsored by the Rich- 
mond Agricultural Grange. Following this meeting, 
rather widespread interest in “immune milk” devel- 
oped in several sections of the Commonwealth 

Ihe first inquiry in regard to production of this 
product in Virginia came to the State Department 
of Health in a letter from the Director of Public 
Health of Hampton, dated November 27, 


27, 1959, in 
which the statement was made that a dairyman had 
applied for information concerning a permit to pro- 
duce, process, and market this product. The opinion 
f the Health Director was that such a permit could 
not be granted under the Dairy Ordinance in opera 


tion in that lo ality. 


On January 20, 1960, this dairyman with an 
issociate who had agreed to produce “immune milk” 
visited the State Department of Health to discuss the 


matter. They were told that up to that date ther 


was no knowledge that controlled studies had been 
made to substantiate the claim that antibodies pro- 
duced in the cows were transmitted to humans through 
ingestion of the milk and resulted in the cure of 
rheumatoid arthritis 


It should be clearly demonstrated that the organ- 
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isms used to develop antibodies produce the disease 
in question; that the disease is followed by immu- 
nitv: that the organisms can be grown in sufficient 
quantity to prepare a vaccine effective in stimulating 
antibody formation; that there be standardization of 


antibody content of the product; that there be ab- 


sorption 


of these antibodies; that there be proved a 
positive correlation between the presence of anti- 
bodies and resistance to infection; and finally, proof 
that treatment with the product resulted in alleviation 
ol symptoms and cure of the disease. Moreover, if 
such controlled studies indicated that relief and cure 
were brought about through ingestion of “immune 
milk”, such milk could not be produced by the same 
herd producing milk for consumption as food. It 
would have to be by another herd kept entirely sep- 
arate as to pasture, housing, handling, etc., and under 
regulations established by the agency that would 
have control of the same. 

It was later learned through the Virginia State 
Department of Agriculture that two dairies in an- 
other part of the State had had cows in their herds 
inoculated as Dr. Petersen directs and had produced 
“immune milk” for consumption by members of the 
families owning the cows and by friends to whom 
they had supplied the product. 

Immediate separation from the herd of the cows 
used for production was ordered as well as discon- 
tinuance of use of this “immune milk’. The supplies 
accumulated in their refrigerators were impounded. 

The use of streptococcus vaccine in the treatment 
of rheumatoid arthritis was generally discarded over 
twenty years ago. There is no definitive work pres- 
ently accepted that links the streptococcus, oF any 
other virable agent with arthritis as the causative 
agent. This does not mean that such a relationship 
does not exist, only that none has been definitely 
established as vet. 

A memorandum from the Medical Department of 
the Arthritis and Rheumatism Foundation released 
in the Fall of 1959, stated “It has been learned that 
an inter-faculty committee of the University of Min- 
nesota (where this process originated) investigated 
in 1956 the claims for this product. No support 
could be found at that time for the claims advanced 
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for this milk and no evidence has appeared since 
then to change these conclusions—including the re- 
sults of a small controlled study on patients with 
rheumatoid arthritis.” In a letter from the College 
of Medical Sciences, University of Minnesota, Feb- 
ruary 8, 1960, the following statement is made in 
regard to the findings of the committee which con- 
sidered this matter in the Fall of 1956: “After care- 
ful, prolonged discussion and consideration of the 
evidence at hand, the committee concluded unani- 
mously that insufficient scientific evidence was at 


hand to warrant the statement that milk produced 
according to the (‘immune milk’) process will pre- 


vent human diseases of either infectious or allergic 
origin. It was added that ‘It is the feeling of all 
members of our faculty familiar with this matter 
that careful, controlled clinical studies of the effec- 
tiveness of this product should be carried out in 
accordance with established scientific principles 
to the best of our knowledge, no such studies have 
been done!” 

In a statement made on February 9, 1960, by the 
Food and Drug Administration of the U. S. Depart- 
ment of Health, Education, and Welfare, the opinion 
was expressed that “It is our belief that ‘immune 
milk’ will meet the definition of a ‘new drug’ within 
the meaning of Section 201 (p) and will be subject 
to the provisions set forth in Section 505 of the 
Federal Food, Drug, and Cosmetic Act, Section 505 
(and the applicable regulations) provide that a ‘new 
drug’ may not be distributed in interstate commerce 
except for investigational study by qualified experts 
prior to the time the sponsor of the new drug obtains 
an effective new-drug application—The Food and 
Drug Administration has not received a new-drug 


application for ‘immune milk’.” 


In the Journal of the American Medical Associa- 
tion, February 27, 1960, there is a reply to a request 
to the Editor for an appraisal of “immune milk” as 
a remedy for arthritis; the answer concluded with the 
Statement that “immune milk” is not recommended 
as a therapeutic agent for the management of patients 
with rheumatoid arthritis 

In a letter dated March 9, 1960, from the Division 
of Biologic Standards of the National Institutes of 
Health, U. 
Health, Education, and Welfare, there is the state- 


S. Public Health Service, Department of 


ment “as of this date no establishment is licensed 
to manufacture and sell ‘immune milk’ in interstate 
commerce, nor has an application for license been 
made.’ This letter was written because “immune 
milk” is now defined as a Biological Product and 
not strictly speaking, as a Drug. It is, therefore, the 
concern of the National Institutes of Health rather 
than of the Food and Drug Administration 

As a Biological Product (or as a Drug), in Virginia 
it becomes the concern of the State Board of Phar- 
macy. The Pharmacy and Drug Act of the Common- 
wealth of Virginia is administered by this Board. A 
provision of the Act is that “no person shall manu- 
facture, make, produce, pack, package, or prepare 
any such preparations without first obtaining a per- 
mit so to do from the Board. Such permits shall be 
subject to such rules and regulations, with respect 
to sanitation and equipment, as the Board may from 
time to time adopt for the protection of the publik 
health and safety.” 

Production of milk as a food product will continue 
to be the concern of the State Departme nts of Agri- 
culture and of Health and the provision that milk 
cannot be “adulterated” (with the present broad in- 


terpretation of adulteration) will prevail 


MonTHLy Report or Bureau of COMMUNICABLE 


Disease ConTrot 


Brucellosis 

Diphtheria 

Hepatitis (Infectious) 
Measles 

Meningococcal Infections 
Aseptic Meningitis 
Poliomyelitis 

Rabies (In Animals) 
Rocky Mt. Spotted Fever 
Streptococcal Infections 
Tularemia 
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Miscellaneous.... 


National Legislation Is Your Concern 


A most interesting and unusual meeting was held 
in Washington on March 24, 1960. Officers of The 
Medical Society of Virginia and members of the 
Committee on National Legislation entertained Vir- 
ginia’s Congressional Delegation with a luncheon in 
the Speaker’s Dining Room at the Capitol 

During the luncheon, our members heard Repre- 
sentatives and Senators give voice to thoughts and 
suggestions which should be heeded by everyone. The 
remarks of Representative Howard Smith were par- 
ticularly timely and to the point, and he was re 
quested by Dr. Vincent Archer to set them down for 
publication in the Virginia Medical Monthly. Rep 
resentative Smith's response follows, and your Edi 
tors hope that every member will read it at least 
twice 

I do not remember just what I said to the group 
of the Virginia Medical Society concerning their 
lack of participation in public affairs. Certainly it 
was not intended to single out the doctors but was 
used as an illustration of the alarming lack of inter- 
est, concern, and knowledge of the gradual drift of 


our country away from constitutional precepts into 


1 socialized system of government 


Our legislation is being framed by organized, 
minority groups serving their own self interest while 
the vast majority of our sound-thinking, conservative 
itizens engrossed and busy with their own personal 
problems are not exerting the tremendous influence 
that they could exercise in arousing people to a 
realization of what is happening to their government, 
which, after all, is the most important business that 


any of us have. 


Members of Congress are badgered, abused, and 
threatened by these minority groups, and Congress 
men are naturally influenced by what they believe 


to be the majority sentiment 


I know of no group who as individuals have more 
personal contacts and influence with these people 
than the doctors in their respective communities. If 
organized, they could be a tremendous influence to 


halt the headlong flight into socialism. 


I will give you an illustration: The great national 
labor unions exercise a virtual veto power over legis 


lation in the Congress 


Last year when the Landrum 
Griffin Labor Bill was before the Congress, following 
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the disclosure of racketeering and lawlessness, there 


was very little hope at the beginning of the fight that 
effective legislation could be enacted. Suddenly, the 
American people became aroused. Congress was 
flooded with letters and telegrams from ordinary citi- 
zens that let Congress know that the people meant 
business. We carried the first test vote by less than 
a dozen. When the final vote came, we carried it by 
303 to 125, and, as I recall, when it finally came 
to a vote in the Senate there was only one single 
vote against it. This vividly illustrates that the 
people still run this country when they take the 
trouble to do so. 

That is what I was trying to say to your group, 
and no group is better fitted to aid in an educational 
campaign to halt our steady march down the road 
to socialism. Not just socialized medicine, but the 
many other projects, starting from a modest beginning 
and growing into great burdens upon an already over- 
burdened budget. 


Rushing Into Health Insurance 


The proponents of Federal health insurance have 
almost succeeded in pulling off a brilliant coup: 
They have leaped nimbly over the question of wheth- 
er they should be any such program at all, and now 
propose merely to haggle about the details. Which 
will you have? The Forand bill? The Javits bill? 
Mr. Eisenhower's scheme? And they would like us 
to make up our minds quickly. Congress won't be in 
session long, you know. 

It is time for the American people, and especially 
those in the productive labor force, to dig in some 
stubborn heels and cry “no” to all these proposals. 
Federal health insurance involves far more than a 
mere “extension of Social Security” or a “needed new 
welfare program.’ These schemes contemplate a fun- 
damental change, vast and far-reaching, in the Amer- 
ican way of life. 

Sugar-coat this pill as you may, Federal health 
insurance amounts to socialized medicine. Under the 
Forand bill, any person entitled to Social Security 
benefits would be entitled to a wide variety of hos- 
pital and surgical services at public expense. Here, 
as in Great Britain, we would have “participating 
hospitals” and “participating doctors,” and here, as 
in Great Britain, the plan would be subject to the 


abuses that inescapably accompany any such pro- 


409 


gram. The liberal Republican bill, sponsored by New 
York’s Senator Javits and others, at least retains 
some voluntary features and has the merit of going 
beyond the Social Security rolls. The complex meas- 
ure hastily thrown together by Mr. Eisenhower and 
put forth as the administration’s plan is at once better 
and worse than the others. 


But to measure these various plans merely in terms 
of their less objectionable features is like judging 
sobriety in terms of being tiddly, tight, or falling- 
down drunk. All of the plans have one common fault 
before their degree of wrongness enters into the pic- 
ture: They all propose the establishment of a system 
by which the government would provide medical 
services, out of taxes, for a great part of the popula- 
tion. 

Ihe basic objections do not end there. Any pro- 
gram of health insurance that might be adopted in 
the hectic closing davs of this congressional session 
would be no more than an entering wedge. Hospital- 
ization and surgical benefits for persons over 65, with 
incomes under a certain level, swiftly would grow 
into benefits for everybody regardless of income. 
That is the historic course of government welfare 
programs of every sort. They have enormous politi- 
cal appeal to a gullible public which imagines that 
all this comes “for free.”’ 

It isn’t “for free.” At the most optimistic estimate, 
the first year’s cost, under any of the plans, would 
amount to probably $2 billion. The money would 


have to come from wage earners, in the form of high- 


er Social Security taxes or in other taxes paid to 
Federal or State governments. Once the program 
became established, voluntary programs of health 
insurance, offered by taxpaying insurance companies, 
would be sabotaged. To the higher burden of taxes 
would be added the loss to the e ohomy of the private 


programs. 


This is not to say that a serious problem does not 
exist in medical care for the aged. Soaring costs of 
hospitalization and drugs have in fact imposed a 
severe hardship on persons with fixed incomes. An 
enlightened society has a duty to overcome this situ- 
ation, and if congressional furore over Federal health 
insurance serves to goad the insurance companies and 
the American Medical Association into effective ac- 
tion, some good will emerge from a political evil. 

We believe this problem can be solved, over a 
period of years, through voluntary insurance cover- 
age, coupled with some expansion in existing pro 
grams of hospitalization for the indigent. So long 
as the pring iple of nationalized medicine is avoided, 
room will remain for States and localities and private 
groups to experiment with various remedial plans 
But as certainly as Congress rushes into an ill-con 
sidered plan now, just as certainly will a revolution 
have been worked on the American people. The 
public has not been prepared for such a program 
and no considerations of election vear politics pos 
sibly can justify a plunge into socialized medicine as 
a device for buying votes 


The Ru hmond N ews Leader, May 12, 1940 


Pre-Paid Medical Care... 


(Continued from page 406) 


arranges through its contracts to make that one per- 
missible payment which—at least in 95 cases out of 
100—will provide the greater financial benefit to 
the subscriber. Blue Shield does not favor one doctor 
over another. The Plan is designed to favor the 


subscriber-patient to the greatest extent feasible, and 
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just as soon as we lose sight of this motivation and 
come to think of Blue Shield solely as a means of 
helping our incomes or collection problems, our do« 

tor-public relations will be so impaired that we will 
lose our currently effective voice in determining the 


future of medical practice. 
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Fditorial.... 


Off the Editorial Chest 


HE WILD PROLIFERATION of medical literature is becoming an old story. 


Our best intentions of keeping abreast are becoming ever more thwarted. The day 


has just so many hours. This does not soften the jolt to find that some segment of 
medical knowledge that should be the common fund of us all, like the newer chromo- 
somal biology, has passed us by. What are some of the things that the three major 
participants in the problem—reader, writer, editor—can do about it? 

1. Reader: He may try the newer techniques of increasing his reading speed and 
comprehension. The physician's arduous training would have weeded out any with 
serious reading difficulties, however. More effectively, he can seek out those journals 
that are symposium-minded, like that successful little periodical, Disease-a-Month,* 
each issue of which is devoted to the total approach of a single disease or group of 


related diseases 


t 


2. Writer: Without this participant there would be no problem. Nevertheless, it is 


better he is overproductive than underproductive. Ideally, all works that are honest, 


free of gross error or bias, unless essentially repetitive, merit seeing the light of day. 
Phe stern judge of time will decide which will live and which will die. 


The author's stvle should be lean without being malnourished. Regardless of his 


experience, he might profit from the little book by the late Professor Strunk,** of 
( ornel] 


The writer's major contribution to the solution of the problem lies, I believe, in his 
summary (if the merit of publication is assumed). How often do we see such a one as 


this: “Ninety-six cases of syndrome are presented, with details on the etiology, 


symptomatology and management The reader must spend valuable time in searching 
the body of the paper for these details, and only then will he know if the yield was 
worth the search. A writer in command of his material can make the summary contain 
its essence in few lines; the reader need refer to the body of the paper only for sup- 
porting data and amplification 

}. Editor: He can enforce the technical details of style and summary as noted above 


in each paper accepted for publication. Beyond this, editorial responsibility for accept- 


ing and rejecting papers is awesome. He, with others he may consult, must judge the 
product that could have taken months or years a-borning. He must guard against the 
prestige of the author or institution rubbing off on the paper; in similar vein but 
opposite direction, he must guard against lack of prestige of author or institution rub- 
bing off on the paper 

The superabundance of acceptable material is a problem to certain journals of inter- 


national stature. They might consider devoting a section to publishing useful sum- 


maries by the authors of papers they now reject but which are honest and substantial, 
though perhaps less “timely” than those they print in full. The writer might have the 


paper mimeographed in full. If the published summary evokes interest, the reader may 


request a Copy of the complete paper from the writer at nominal cost. 

Phe editor might lean toward publishing more symposia in his journal. The reader 
will find much of fundamental nature about a subject from this multi-disciplined 
approach that has eluded him over the years. The contributors to the symposia do 
the work in picking up the significant threads from home and abroad, and weaving 
them into a useful and substantial fabric. 
Fredericksburg, Virginia 


* Disease-A-Month. The Year Book Publishers, Inc., Chicago. 
** Strunk, William, Jr. The Elements of Style. The Macmillan Company, New York, 1959. 
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Nens Notes.... 


New Members. 


Since the list published in the June issue of the 


.Monthly, the following new members have been 


admitted into The Medical Society of Virginia: 
Jose D. Coll, M.D., Richmond 
Robert W. Fry, M.D., Suffolk 
Pierce Daniel Nelson, M._D., Norton 
Robert Joseph O'Donnell, M.D., Falls Church 
Walter Stauffer Price, M.D., Hampton 
Lily Ruckstuhl, M.D., Fairfax 
Stanley Melvin Sager, M.D., Winchester 
David Hamilton Smith, M.D., Fairfax 
Anthony Vincent Torre, M.D., Roanoke 


Virginia Academy of General Practice. 


At the annual meeting of the Academy held at 
Virginia Beach, May 13-15, Dr. Boyd H. Payne, 
Staunton, was installed as president, succeeding Dr 
Fletcher J. Wright, Jr., Petersburg. Dr. William J 
Hagood, Jr., Clover, was named president-elect, and 
Dr. A. L. VanName, Jr., Urbanna, vice-president 
Dr. B. W. Nash, Timberville, Dr. R. D. Keeling, 
South Hill, and Dr. Raymond S. Brown, Gloucester, 
were elected directors. Dr. S. F. Driver, Roanoke, 
and Irvin Rifkin, Richmond, hold over as secretary 


and treasurer, respectively. 


Dr. Thaxton Honored. 


At the annual Nelson County Day, held in May, 
Dr. J. F. Thaxton, Tye River, was one of those 
honored for meritorious service. He has practiced 
in Nelson County since 1911 and until his retirement 
six vears ago. He was further honored by having 
his granddaughter being selected as the Miss Nelson 
County beauty contest winner. 

Other recipients of the award were Dr. W. L 
Watts of Gladstone who had practiced in the County 
since 1905 and Miss J. Gertrude Ligon who has done 
much work with the county health program. 


Dr. Robert Hale Harrington, 


Marion, has been elevated to the eminent grand 
commandership of the Knights Templar in Virginia 


Virginia State Health Department 


Dr. R. W. Jessee, Director of the Dickenson- 
Russell-Wise Health District, has been promoted to 
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the staff of the State Department of Health as 
Regional Director of the Division of Local Health 
Services. He will have headquarters in Richmond 

Dr. J. D. Creger, Assistant Director of the 
Dickenson-Russell-Wise Health District, has su 
ceeded Dr Jessee as director of this district 

Dr. Nellie R. Dorsey has been appointed as As 
sistant Director of the Dickenson-Russell-Wise dis 
trict and will assume her position upon the comple 
tion of a three-month period of orientation 

Dr. Malcolm Tenney, Jr., has been assigned as 
Director of the Amherst-Nelson Health District and 
will assume his position upon the completion of a 
three-month period of orientation 

Dr. John L. Chesnut has been appointed as 
Director of the Buchanan-Tazewell Health District 

Dr. J. B. Kenley has been transferred from the 
directorship of the Fluvanna-Goochland - Louisa 
Health District to the Augusta-Staunton-Waynes 
boro District 

Dr. E. C. Gates, recently Acting Director of the 
Dinwiddie-Prince George-Surry-Sussex Health Dis 
trict during the educational leave of Dr. W. R 
Ferguson, has been appointed as successor to Dr 
Kenlev in the Fluvanna-Goochland-Louisa District 

Dr. W. R. Ferguson has completed the M. P. H 
degree at Tulane University and has returned to his 
former assignment as Director of the Dinwiddie 
Prince George-Surry-Sussex District 

Dr. R. S. LeGarde has completed the M. P. H 
degree it Johns Hopkins University and has re 
turned to his former assignment as Director of the 
Culpeper-Greene-Madison-Orange District 

The City of Portsmouth has entered into a coop 
erative agreement with the State Department of 
Health for the operation of its health services effe« 
tive Julv 1, 1960. Dr. S. A. Graham, Jr., will con 


tinue as director of this department 


Dr. John R. Saunders, 


Richmond, has assumed his duties as speaker of 
the Assembly of District Branches of the American 
Psy hiatric Association. He was elected to this office 


last vear and will service for one year. 


Certified in Obstetrics and Gynecology. 


The following Virginia physicians received final 


certifications | 


y the American Board of Obstetrics 
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and Gynecology on April 15th: 
William Maury Bangel, M.D., Newport News 
Richard Russell Chamberlain, M.D., Roanoke 
William Agee Cook, Jr., M.D., Lynchburg 
Clifford Henry Fox, M.D., University 
Louis Henry Keffer, Jr., M.D., Warwick 
Dean Harrington Martin, M.D., Arlington 
Norman Sherwin Propper, M.D., Wise 
Louis Howard Williams, M.D., Richmond 


Dr. William H. Muller, Jr., 


University of Virginia, has won the University’s 
President and Visitors Research Prize. This was 
awarded to him and Dr. John H. Vansant, assistant 
resident, at the annual meeting of Sigma Ni, national 
honorary scientific society. It was the first time in 
the 36-year history of the competition that the award 
has been made for surgery. The winning paper was 
on experimental evaluation of internal mammary 


irterv ligation as method of myocardial revasculari 


zation 


Cancer Seminar. 


Ihe tenth biennial Southeastern States Cancer Sem 
inar for Physicians will be held at the Cherry Plaza 
Hotel, Orlando, Florida, November 16-18, 1960. The 
theme “New Horizons of Cancer Research and Ther 
ipv”” will feature an outstanding faculty of fourteen 
nationally prominent guest speakers 


For advance reservations or further information 


contact 1960 Cancer Seminar Committee, 17 Lake 
Street, Orlando, Florida 


Practices Sixty Years. 


Dr. L. G. Richards, Chamblissburg, celebrated his 
sixtieth vear of practice on April oth He was too 


husy with his practice to remember the date. Dr 


Obituaries. ... 


Dr. Clarence Vernon Montgomery, 


Prominent physician of South Hill, died June 4th, 


it the age of seventy-eight 


He graduated from the 
former University College of Medicine, Richmond 
in 1905, and had practiced in South Hill since that 


time. He and his brother, Dr. Ben Montgomery, 
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Richards practiced in Roanoke until several years 
ago when he decided to retire. One day, driving from 
Roanoke to Lynchburg, by way of Chamblissburg, 
he recognized a former patient who told him the 
people of that area were looking for a physician. 
Dr. Richards said he would be their doctor until 
they found someone and he has been there for the 


past three years. 


Dr. and Mrs. Calvin T. Burton, 


Roanoke, have recently returned from a five weeks 
trip to Europe. Dr. Burton attended a clinical meet- 
ing of the Chapter of the International College of 
Surgeons in Nice and the 12th biennial International 


College of Surgeons World Congress in Rome. 


Dr. Lionel M. Lieberman, 


Hampton, was recently elected chairman of the 


Hampton Jewish Community Council. 


Practice for Sale. 


District of Columbia Metropolitan Area—heart 
of Arlington, Virginia (population approximately 
170,000) Active EENT prac tice established 28 
years. Fifty percent ophthalmology. Fully equipped 
office in building with other specialists. Packing lot. 
Will lease. Reason W rite—office, 
1007 North Highland Street, Arlington, Virginia, or 
resident, 5302 North 18th Street, Arlington. Further 
( Adv.) 


sudden death 


information furnished upon request 


For Sale. 


General Electric 


Aristocrat. 300 MA-125 KV 
transformer and controls. Used 26 months in private 
office. Excellent condition. Will discount 40%. Con- 
tact “Aristocrat”, care the Virginia Medical Monthly, 
$205 Dover Road, Richmond 21, Virginia. ( Adv.) 


practiced together for quite a while, the latter moving 
to Alberta in recent years. 

Dr. Montgomery retired from practice two years 
ago when he fell and broke his hip. In an interview 
five years ago, he stated he had delivered about 2,000 


babies, including two sets of triplets and so many 
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twins that he had lost count. He was an honorary 
member of the staff of the Community Memorial 
Hospital. 

Dr. Montgomery had been a member of The Med- 
ical Society of Virginia since 1905 and was a 50-Year 
Member. 

Besides his brother, he is survived by his wife, 
a son and a daughter. 


Dr. Dibrel Crowder Mayes, 


Well-known physician of Dinwiddie County, 
died at his home in Church Road, May 21st. He was 
seventy-nine years of age and a garduate of the 
Dr. Mayes 
practiced for a year in the mountains of West Vir- 


ginia, following which he 


Medical College of Virginia in 1905. 


located in Dinwiddie 
County. He had been a member of The Medical 
Society of Virginia since 1908 


Dr. Maves is survived by his wife and two sons 


Dr. Robert Daniel Glasser, 
Norfolk, died May 21st 


ania and was seventy-three vears of age. Dr. Glasser 


He was born in Lithu- 


graduated from the Medical College of Virginia in 
1912 and had practiced in Norfolk for forty-eight 
years. He was on the staff of DePaul Hospital, serv- 
ing as chief of the gynec ologic al service for eighteen 
years. Dr. Glasser was a former president of the 
Zionist Organization and of the Torch Club of Nor- 
folk. He had been a member of The Medical Society 
of Virginia for forty-seven years. 


Dr. Glasser is survived by his wife and three 


daughters. 


Dr. Charles Edward Conduff. 


Charles Edward Conduff was born at Willis, Floyd 
County, June 18, 1883, and died January 27, 1960, age 76 

After attending Flovd County graded schools and the 
Mountain Normal Private School at Floyd, he entered 
the study of Medicine at Lincoln Memorial University, 
Medica! Department, Knoxville, Tennessee, and received 
the degree of Doctor of Medicine in 1908. 

He then did general practice in Riner, Springwood and 
Hollins, before coming to Roanoke. 

In 1926 he completed a course in Proctology at Cook 
County Hospital in Chicago, after which he continued the 
practice of proctology until he was forced to retire because 
of his health. 

He was a member of Roanoke Academy of Medicine, 
The Medical Society of Virginia, American Medical Asso- 
ciation, Southern Medical Association and the American 
Academy of Ambulant Proctology. 


Dr. Cendruff is survived by his wife and three sons. 

Be Ir THererore Reso.ven that the Members of the Roa- 
noke Academy of Medicine mourn the passing of Dr. Con 
druff and extend deepest sympathy to his widow and other 
members of his family and 

Be Ir Furtuer Resotven that a copy of this resolution 
be sent to Mrs. Ruby Poff Condruff and a copy be spread 
upon the minutes of the Roanoke Academy of Medicine 
and a copy be sent to The Medical Society of Virginia 


r. A. Kirk, Jx., M.D 
C. H. Perersoxn, M.D 
1. H. Hurt, Chairman 


Dr. Meyer. 


On April $, 1960, the physicians of the Arlington County 
Medical Society were deeply grieved by the sudden death 
of our Associate Member, Dr. William Mever 

For the past thirty-six years he has served the people 
of Herndon and Northern Virginia with deepest feelings 
of responsibility, reliability and humility 

His hours were endless, his smile never waned, his 
humanitarian efforts were untold, his sincerity unques 
tioned. His loss to family, medicine and the thousands he 
so faithfully served can never be recouped 

Be Ir Resoiven, therefore, that in this simple way, the 
Arlington County Medical Society extends its sympathy 
to Mrs. Meyer 

Be ir Furtuer Resotven, that this resolution become a 
part of the minutes of the Arlington County Medical 
Society 

K. CuAates Latven, M.D. 
THomas A. McGavin, M.D. 


Dr. Taylor. 


Dr. Arthur Hasting Taylor who had practiced General 
Medicine for several years in Suffolk, died on March 31, 
1960. 

Dr. Taylor was a member of the Tri-County Medical 
Society since he came to Suffolk to practice. He was also 
a member of The Medical Society of Virginia, American 
Medical Association, and the Trudeau Society Among 
other medical and civic activities he was Medical Director 
of the local Civil Air Patrol, Clinical Advisor of the Tri 
County Tuberculosis Clinic and a member of the Staff at 
Louise Obici Memorial Hospital and at one time Chief 
of the section of General Practice 

Dr. Taylor was a veteran of World War II having 
served in the Medical Corp of the U.S. Army 

He was a man of many talents and a great lover of the 
outdoors and sports. He will be missed by both the mem 
bers of the Tri-County Medical Society and the Staff at 
Louise Obici Memorial Hospital and also by the many 
patients that he cared for 

Be It Resotvep that a copy of these resolutions be made 
a part of the minutes of the Tri-County Medical Society 
and that copies be sent to his wife and children and to the 
Virginia Medical Monthly 

M. M. Bray, M.D 
C. Joyner, M.D. 
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when you see 
Signs of 
anxiety-tension 
specify 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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logical patients. 


Dr. JAMES ASA SHIELD 


Dr. GEORGE S. FULTZ 


TUCKER HOSPITAL Inc. 


212 West Franklin Street 
Richmond. Virginia 


A private hospital for diagnosis and treatment of psychiatric and neuro- 
Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic 
disorders, mood disturbances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic problems.) 


Dr. WEIR M. TUCKER 
Dr. AMELIA G. Woop 


JOHNSTON-WILLIS 
HOSPITAL 


RICHMOND, VIRGINIA 


A MODERN GENERAL HOSPITAL 
PRIVATELY MANAGED 
SITUATED IN THE QUIET OF THE 
WEST END RESIDENTIAL SECTION 


Every Virginia Doctor Should 
Hane These Books! 


The history of medicine in the Old Common- 
wealth from Jamestown to the beginning of the 
present century is a work every doctor should be 
proud to own. Complete and intensely interesting 


Medicine In Virginia 
By Wywnouam B. Bianton, M.D. 


Published under Auspices of 
Medical Society of Virginia 


Reduced price to members of the 
Medical Society of Virginia 


3 Volumes for $5.00 
(formerly $9.75) 


Order through 


Medical Society of Virginia 
4205 Dover Road 
Richmond, Virginia 
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Health Approved 


Bernard Maslan 
Administrator 


R.N. Supervision and M.C.V. Extern 
Trained Dietitian @ Male Orderlies 


—tIntermediate Care— 


AGED e¢ TERMINAL CASES « CHRONICALLY ILL 


@ Round the Clock Skilled Care 

@ Highest Ethical Operating Standards 


e Understanding Care e 


Your Patients Get the Skilled Care They Deserve 


Miton 3-2777 
TERRACE HILL NurRSING HOME 


Inc. 


@ Sprinkler and “Atmo” System Equipped e 


Inspection Invited 


67 Simmons Hospital Bed Capacity 
Automatic Litter-Size Elevator 
Rates Start From $60 Weekly 
Private and Multiple Rooms—toilets 


2112 Monteiro Ave. 
Richmond 22, Va. 


Sophia & Fauquier Sts. 


RIVERSIDE CONVALESCENT HOME 


Fredericksburg, Virginia 


For convalescent, aged, 
chronically ill, and retired 
persons. Provides healthful 
rest, excellent nursing care 
in cheerful, comfortable sur- 
roundings. Air-conditioned, 
fire-safe building. Accom- 
modations for eighty-four. 
Medical Supervision. Inspec- 
tion Invited. Write, or tele- 
phone Essex 3-3434. 


Rates: 
$40.00 to $75.00 per week 


VoLUME 87, 
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RICHMOND EYE HOSPITAL 
RICHMOND EAR, NOSE AND THROAT HOSPITAL 


(COMBINED) 
RICHMOND, VIRGINIA 


A new non-profit Community Hospital 
specially constructed for the treatment of 
Eye, Ear, Nose and Throat Diseases, includ- 
ing Laryngeal Surgery, Bronchoscopy and 
Plastic Surgery of the Nose. 


Professional care offered a limited num- 
ber of charity patients. 


ADDRESS: JULIA WAGNER WATERS, R.N., Administrator 408 North 12th Street 


Gill Memorial Eye, Ear and Throat Hospital, Inc. 


Roanoke, Virginia 


STAFF 


. Elbyrne G. Gill 

. Houston L. Bell 

. Ronald B. Harris 

. Derwin K. Harmon 


RESIDENT STAFF 


. J. R. Van Arsdall 
. C. B. Foster 

. D. H. Williams 

. Scott W. Little 


Jean Swartz, M.S. 
(Biochemist) 


Bobbie Boyd Lubker, M.A. 
(Speech Therapist) 


A Modern Fireproof Hospital, Specially Designed 
and Equipped for the Medical and Surgical Care of 
Ophthalmology, Otolaryngology, Facio-Maxillary 
Surgery, Rhinoplastic Surgery, Bronchoscopy and 
Esophagoscopy. 


Complete Laboratory and X-Ray Equipment. 
Physicians and Graduate Nurses in Constant 
Attendance. 
The Hospital offers a three vear residency in Ophthalmology and a three year residency in Otolaryngology to 
a graduate of an approved medical school, who has an internship of at least one year in an approved school. 
For further information, address: 


BUSINESS MANAGER, BOX 1789, ROANOKE, VIRGINIA 
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drug 


Insulin Coma, Electroshock and Psychotherapy are employed 
laboratory facilities including electroencephalography and X-ray 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 


climate for health and comfort. There are ample facilities for classification of patients, rooms single or en suite. 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, 


and alcohol habituation 


Ray Grirrix, M.D Marx A. Grirrin, Sr., M.D. 
Rosert A. Grirrin, Jr., M.D. Mark A. GrirFin, Jr., M.D. 


For rates and further information write APPALACHIAN HALL, Asnevitte, N. C. 


The Institution is equipped with complete 


J 


Guy W. Horstey, M.D Austin I. Dopson, Jr., M.D. Douctas G. CHAPMAN, M.D. 


James T. Gitanoutts, M.D. 

General Surgery and Gynecology J. Epwarp Hitt, M.D. 
Urology 

Suetton Horstey, III, M.D. W. Kyte Jr., M.D. 

Internal Medicine 


ST. ELIZABETH’S HOSPITAL 


RICHMOND 20, VIRGINIA 


ESTABLISHED 1912 


General Surgery and Gynecology Urology Internal Medicine 


Etmer S. Rosertson, M.D. 
Internal Medicine 


General Surgery and Gynecology 


For the care of surgical, gynecological, urological and medical cases. 


Epwarp L. Harris, 4dministrator 
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STUART CIRCLE HOSPITAL 


413-21 Sruart CIRCLE 
RICHMOND, VIRGINIA 


Medicine: 

MAnrFrep Catt, III, M.D. 

M. Morris Pinckney, M.D. 

ALEXANDER G. Brown, III, M.D. 

JoHN D. CALL, M.D. 

Wynpuam Bianton, Jr, M.D. 

FrANK M. Btanton, M.D. 

Joun W. Poweit, M.D 
Obstetrics and Gynecology: 

Wa. Durwoop Succes, M.D. 

Spotswoop Rosrns, M.D. 

Davin C. Forrest, M.D. 
Orthopedics: 

SEVERLEY B. Crary, M.D. 

James B. Darton, Jr., M.D. 
Pediatrics: 

Cuartes P. Mancum, M.D. 
Epwarp G. Davis, Jr., M.D. 
Ophthalmology, Otolaryngology: 

W. L. Mason, M.D. 

J. Warren Montacue, M.D. 
Anesthesiology: 

Wituram B. Moncure, M.D 

Hetu Owen, Jr., M.D. 


Surgery: 

A. StepHens Grauam, M.D 

Cuartes R. Rosins, Jr, M.D. 

CARRINGTON M.D. 

Ricwarp A. Micuaux, M.D 

CaRRINGTON WittiaMs, Jr.. M.D 

ARMISTEAD M. M.D 
Urological Surgery: 

FraNnK Pore. M.D 

J. Epwarp Hitt, M.D 
Oral Surgery: 

Guy R. Harrison, D.D.S 
Plastic Surgery: 

Hunter S. Jackson, M.D 
Roentgenology and Radiology: 

Frep M. Hopces, M.D 

L. O. Sngap, M.D 

Hunter B. Friscu Korn, Jr, M.D 

C. Barr, M.D 
Pathology: 

James B. Roserts, M.D 
Physiotherapy: 

Miss 
Director: 

Cuartes C. Hovcn 


SAINT ALBANS 
PSYCHIATRIC HOSPITAL 
Radford, Virginia 


STAFF 
James P. King, M.D., Director 


Daniel D. Chiles, M.D. 
Clinical Director 

James K. Morrow, M.D. 

Clara K. Dickinson, M.D. 


Clinical Psychology: 
Thomas C. Camp, Ph.D. 
Artie L. Sturgeon, Ph.D. 


Bluefield Mental Health Center 


525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 
Phone: DAvenport 5-9159 


Charleston Mental Health Center 


1119 Virginia St., E., Charleston, W. Va 


B. B. Young, M.D. 
Phone: Dickens 6-7691 


William D. Keck, M.D. 

Edward W. Gamble, III, M.D 

J. William Giesen, M.D. 
Internist (Consultant) 


Don Phillips 
Administrator 


AFFILIATED CLINICS 


Beckley Mental Health Center 
109 E. Main Street, Beckley, W. Va 

W. E. Wilkinson, M.D 
Phone: CLifford 3-8397 

Norton Mental Health Clinic 

Norton Community Hospital, Norton, Va 

Pierce D. Nelson, M.D 

Phone: 218, Ext. 55 and 56 
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Third Decade of Mursing 


MRS. PLYLER’S 
NURSING HOME 


KATE E. PLYLER (1876-1947) MARY INGRAM CLARK (1884-1955) 
A private nursing home dedicated to the care of chronic, convalescent and aged 


MRS. GENE CLARK REGIRER, Administrator 
1615 Grove Avenue, Richmond, Virginia, Telephone EL 9-3221 


Fire Protection by Grinnell Sprinkler System 


ST. LUKE'S HOSPITAL 


McGUIRE CLINIC 


1000 West Grace Street 
Richmond, Virginia 


General Medicine General Surgery Obstetrics 
HUNTER H. McGUIRE, M.D. WEBSTER P. BARNES. M. D W. HUGHES EVANS, M.D. 
MARGARET NOLTING, M.D JOHN H. REED, JR., MI W. H. COX, M.D 
JOHN P. LYNCH, M.D JOHN ROBERT MASSIE, JR., M.D. 
JOSEPH W. COXE III, M.D Bronchoscopy 
ROBERT W. BEDINGER, M.D Dental Surgery GEORGE AUSTIN WELCHONS, M.D. 
JOHN BELL WILLIAMS, D.D.S . 
Orthopedic Surgery Radiology 
JAMES T. TUCKER, M.D. Urelogy HENRY S. SPENCER, MLD. 
BEVERLEY B. CLARY, M.D * ee STUART J. EISENBERG, M.D. 
EARNEST B. CARPENTER, M.D. CHAS. M. NELSON, M.D. 
JAMES B. DALTON, JR., M.D. AUSTIN I. DODSON, JR., M.D. Pathology 
, J. H. SCHERER, M.D. 
Neurology —— JOHN L. THORNTON, M.D. 
RAYMOND A. ADAMS, M.D. HUBERT T. Dou Gan. M.D. 
Treasurer: RICHARD J. JONES, BS., Anesthesiology 


ALL ROOMS AIR ‘clomdivedmees HETH OWEN, JR., M.D 


Free Parking for Patrons BEVERLY JONES MD. 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a°compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia— Phone Salem 4761 


Copyright 1955 H_N. Alferd, Atlante, Ge. 
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potassium phenethicillin 


YNCILLIN 


higher peak blood levels 
than with potassium penicillin V 


higher initial peak blood levels 
than with intramuscular penicillin G 


increased dosage increases 
serum levels proportionally 


superior to other penicillins 
in killing many staph strains 


(Potassium Penicillin-152) 


A dosage form to meet the individual 
requirements of patients of all ages 
in home, office, clinic and hospital: 


Syncillin Tablets—250 mg... . Syncillin Tablets—125 mg. 


Syncillin for Oral Solution— 60 ml. bottles— when reconstituted, 
125 mg. per 5 ml. 


Syncillin Pediatric Drops —1.5 Gm. bottles. Calibrated dropper 
delivers 125 mg. 


Complete information on indications, dosage and precautions is 
included in the official circular accompanying each package. 


BRISTOL LABORATORIES, SYRACUSE, NEW YORK 


“4 
| 
| 
Af 4 


Whenever 

the diet is faulty, 
the appetite poor, 
or the loss of food 
is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


‘4 
Convalescence 


Adolescence 


stimulates the appetite, 


increases the flow of 
digestive juices, 


provides: supplementary 


and soluble proteins, 
extra-dietary vitamin By, 


protective quantities of 
>, potassium, in a palatable and 
«, readily assimilated form. 


Debilitating 
gastrointestinal 
conditions, 


Supplied in bottles 


of 2 or 6 finidounces. 


Dosace is 1 teaspoonful two or three times 
daily; two or three times this amount for 
dotassium therapy. 


VALENTINE Company, Inc. 


RICHMOND 21, VIRGINIA 


RICHMCND 


JOHN MARSHALL 


500 Rooms Rates From $6.00 


RICHMOND 


ooms Rates From $5.00 


ILLIAM BYRD 


Rooms Rates From $5.00 


CARTER 


Rooms Rates From $4.50 


OLD POINT COMFORT, 
FORT MONROE 


CHAMBERLIN HOTEL 


300 Rooms Rates From $6.00 


amounts of vitamins, minerals 


Marvin Pierce Rucker, M.D. 


His Selected Writings 


Here, under one cover, are the pen 
profiles and floral eponyms which have 
become the hallmark of this beloved 
physician. 

Beautifully bound, this volume will 
be a welcome addition to any library— 
the perfect gift for that special occa- 


sion. 
Order your copies at $7.50 each from 


the Johnston-Willis Hospitality Shop, 
Richmond, Virginia. 
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page 
2 Pages 
4 Pages 
8 Pages 
12 Pages 
16 Pages 


Cover 
Envelope 


Envelope 


REPRINT PRICES OF ARTICLES IN THE 


VIRGINIA MEDICAL MONTHLY 


of copies 


blank 


printed 


Trim Size: 8 x 11 inches 


100 200 250 500 750 
$8.30 $8.90 $9.20 $10.70 $12.20 
9.45 10.20 10.60 12.45 14.35 
19.85 21.70 22.65 27 aa 31.88 
47.87 50.15 51.30 57.00 62.70 
77.90 82.65 85.05 96.90 108.80 
95.74 100.30 102.60 114.00 125.40 
15.20 18.65 20.40 29.00 37.45 
2.80 5 60 7.00 14.00 21.00 
7.98 11.16 12.70 20.70 28.60 


PRICES F.O.B. RICHMOND, VA. 


Orders must be placed before type is distributed. 


WILLIAMS PRINTING CO. 


11-13-15 North 14th Street 


1000 
$13.70 
16.20 
36.50 
68.40 
120.65 
136.80 


46.25 
28.00 
36.60 


1500 
$16.70 
19.95 
45.75 
79.80 
144.40 
159.60 


73.50 
42.00 
52.50 


2000 
$19.70 
23.70 
55.00 
91.20 
168.15 
182.40 


80.75 
56.00 
68.40 


Richmond 19, Virginia 


SOCIETY OF 


CHOICE OF THE MEDICAL 


VIRGINIA 


FOR PROFESSIONAL 


Virginia Head Office 


LIABILITY INSURANCE 


721 American Building 


Richmond 4, 


VoL_uME 87, 


Jury, 


Virginia 


Phone MI 3-0340 
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COMPREHENSIVE 
OLD AGE BENEFITS 4 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone 


GEVRESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethiny! Estradiol 0.01 mg. © Methy! as Caicium Ascorbate 50 mg. « i-Lysine Monohydrochioride 
Testosterone 2.5 mg. * d-Amphetamine Sulfate 2.5 mg. © Vitamin 25 mg. ¢ Vitamin E (Tocophero! Acid Succinate) 10 Int. Units « 
A (Acetate) 5,000 U.S.P. Units ¢ Vitamin D 500 U.S.P. Units « Rutin 12.5 mg. ¢ Ferrous Fumarate (Elemental iron, 10 mg.) 
Vitamin B,, with AUTRINIC® Intrinsic Factor Concentrate 1/15 30.4 mg. « lodine (as Ki) 0.1 mg. « Calcium (as CaHPO,) 35 meg 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. © Ribo- ¢ Phosphorus (as CaHPO,) 27 mg. « Fluorine (as Caf, 6.1 mg. ° 
flavin (B,) 5 mg. © Niacinamide 15 mg. © Pyridoxine HC! (B,) Copper (as CuO) 1 mg. * Potassium (as K,SO,) 5 mg. « Manganese 
0.5 mg. Caicium Pantothenate 5 mg. Folic Acid 0.4 mg. as Mn0O,) 1 mg. Sine as Z7n0) 0.5 mg. Magnesium (MgO) 
Choline Bitartrate 25 mg. © Inositol 25 mg. © Ascorbic Acid (C) 1 mg. ¢ Boron (as Na,B,0,.10H,0) 0.1 mg. Botties of 100, 10 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 


Today's Health - AMA 
535 N. Dearborn St. 
Chicago 10, Illinois 


Todays llealth 


© by the 
American Medical Association 
for the American Family 


Please enter the following Subscription for the 
term checked: 


YEARS $500 YEAR $3.00 
U.S. Poss. & Camanal 


TODAY'S HEALTH is a 
Good Buy in Public Relations 


GIVE GIFT SUBSCRIPTIONS 
TO YOUR PATIENTS AND FRIENDS 


Nome 
Address __ 
City 


The State Board of Medical 
Examiners of Virginia MEDICINE IN VIRGINIA 


17th, 18th and 19th Centuries 
The next meeting of the Virginia Board of 


Medical Examiners will be held in the John Reduced Price to Members of 
Marshall Hotel, Richmond, Virginia June 1%, Th 
‘ e Medical ty cf V 

1960. The examination will be held in the same Society —e 
hotel June 14-17 inclusive. 

All applications and other documents pertain- 3 Volumes for $5.00 
ing to the examination or to matters to be dis- 
cussed by the Board must be on file in the Sec- Order Through 
retary’s office on or before May 20, 1960. The 
Secretary of the Board is Dr. K. D. Graves, 631 THE MEDICAL SOCIETY OF VIRGINIA 
lst Street, S.W., Roanoke, Virginia. 4205 Dover Road Richmond 21, Va. 
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High in appetite appeal, but low in calories! 


The secret of a successful 
low calorie diet is acceptance 


A low calorie diet that lets your 
patient “fill in the details” pro- 
vides incentive for him to stick 
to his diet. A rigid diet with spe- 
cific items is an invitation to 
slip off. 

Of course, the patient must 
remember that alternate dishes 
must be the equivalent in nutri- 
tion as well as in calories. Some 
delicious, low calorie dishes you 


might recommend are broiled 
chicken, flavored with lemon, 
garlic or thyme. 

Fish broiled and herb-seasoned 
is also excellent. And any dieter 
will welcome a low calorie ‘‘nib- 
ble” plate of radishes, carrots, 
peppersand celery. Fruit-flavored 
gelatins, fresh fruits like grape- 
fruit make a grand finale to the 
dieter’s meals. 


United States Brewers Foundation 


If you'd like reprints of this and 11 other different diet menus for your patients, 


write United States Brewers Foundation, 535 Fifth Avenue, N.Y.17,N.Y 
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And with your 
approval, a glass of 
beer can add zest to 
your patient's diet. 
104 calories, 8 oz. glass 

(Average of American Beers) 
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ALL OVER AMERICA! 


KENT with the FILTER 
SMOKED 
MORE SCIENTISTS and EDUCATORS 


than any other cigarette ! * 


HIS does not constitute a The rich pleasure of smoking 


professional endorsement 
of Kent. But these men, like 
millions of other Kent smokers, 
smoke for pleasure, and choose 
their cigarette accordingly. 


Kent comes from the flavor 
of the world’s finest natural 
tobaccos, and the free and 
easy draw of Kent's famous 
Micronite Filter. 


If you would like the booklet, ‘‘The Story of Kent", for your i 
own use, write to: P. Lorillard Company —Research De- 
partment, 200 East 42nd Street, New York 17, New York. 


For good smoking taste, 
it makes good sense to smoke KENT 


A PRODUCT OF P LORILLARD COMPANY FIRST WITH THE FINEST CIGARETTES THROUGH LOMILLARD RESEARCH 
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Ferrous Furmerate 


Vitamin B12 with Intrineie Fector 
Concentrate, Neon Inhibitery 


Accortice Acid 

Thiamine Mononitrate (B-1) 
Ribeflavin (B-2) 

Pyridenine Hydrochloride (B 4) 

Calcrum Pantohenste 

Folie Acid 

Copper (From Copper Sulfate) 
Manganese (From Mn Sulfate) 
Cobelt (From Cobalt Sulfate) 
Zine (From Zine Sulfate) 


mg 
1/9 USP 
Orel Unit 


This unique comprehensive formula provides a broad new concept in the treatment 
of anemias, in convalescence, and in the prevention and treatment of nutritional 
deficiencies. As indicated by its formula, dosage control is more easily maintained 
with HEMOTREXIN. All treatable secondary anemias, especially when accom- 
panied by stress conditions, as in anemias of pregnancy, convalescence, adolescence, 
post-infection anemias, anemias following drug therapy, and in the prevention and 
treatment of nutritional deficiencies . . . respond favorably to HEMOTREXIN. 


DOSAGE SAMPLES AND 
Adults: one tablet three times daily after LITERATURE 


meals GLADLY SENT 
Children: one to three tablets according to UPON ReGUSST 


4 
rom 
180 me Fe 
1/3 USP 
Ore! 4 meg B12 
(Smeg B12) 
100 me me 300 mg 
bee 33 me 10 me 10 me 
a3 me 10 me 10 me 
ae ; O67 me 20 me 20 me 
aes 333 me 100 me 100 me i 
46) me 20 me 20 me 
OS me 1S me 1S me ; 
10 me me 
a 30 me 90 me 
006 me O15 mg A? 


NOW- 


Series Bonds 


turn into®'2520 
Jourteen months quicker 
than ever before 


Here are three new reasons why to- 
day’s Savings Bonds are the best 
ones in history: 
. Every Bond bought since June 1, 
500 1959, earns 3\,% interest when held 
— the full term. Series E Bonds now 
“4 200 mature in 7 years, 9 months —four- 
teen months faster than ever before. 
. Your older Bonds now earn more— 
an extra ‘9 from June 1 on, until 
maturity. 
tll Series E Bonds, old and new, 
carry an automatic extension priri- 
lege now. This means they'll auto- 
matically keep earning liberal in- 
terest for 10 years beyond maturity. 
You get these new advantages, plus 
complete safety, guaranteed return, 
and protection against loss or theft. 
And, you can buy Bonds automati- 
cally through the Payroll Savings 
Plan at work. Plan to start saving 
with U.S. Savings Bonds now. 


YOUR MONEY GROWS 33'/,% IN JUST 7 YEARS 
AND 9 MONTHS WITH NEW SERIES E BONDS 


YOU SAVE MORE THAN MONEY 


with Savings Bonds 


The U.S. Government does not pay for this advertising. The Treasury Department thanks 
The Advertising Council and this magazine for their patriotic donation. 
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In many seemingly mild physical disorders 
an element of depression plays an 
insidious etiologic or complicating role. 


Because of its efficacy as an antidepres- 
sant, coupled with its simplicity of usage, 
Tofranil is admirably adapted to use in the 
home or office in these milder “depression- 
complicated” cases. 
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whenever depression 
complicates the picture 


Tofranil 


brand of imipramine HCI 


| 
at 
| It is always wise to recognize that depres- 
1s Kplicably pr 1: in chronic illness 
w n the) ENC DaUsi ni 
| whose emotional disturbances resist 
hormone therapy: and in many other com- 
pa uatic s in hi ate nt d 
lets of 25 mouls for intramusculs 
tablets of 2 Ampule for int 
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For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN a. 


| @ Combines the anti- 
inflammatory effect 
of hydrocortisone with i 
the comprehensive 
ENT 


brand OINTM bactericidal action 
. of the antibiotics. 


‘Aerosporin™® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone (19%) 10 mg. 
Zinc Bacitracin 400 Units in a special petrolatum base. 


Provides comprehensive ® 
bactericidal action 

effective against virtually N FOS Pp F N 
all bacteria likely 


to be found topically. brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin™ brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin 
Neomycin Sulfate 5 mg. in a special petrolatum base. 


4 Offers combined anti- 
biotic action for treating 
0 LYSP | N conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication, 


Each gram contains: 
‘Aerosporin’™® brand Zine Bacitracin 500 Units 
Polymyxin B Sulfate 10,000 Units in a special petrolatum base. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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ORIGINAL FORMULA 
The ideal cerebral tonic and stimulant for the aged. 


NICOZOL therapy (the original formula) affords micozoL 
prompt relief of apathy. Patients generally look os 

better, feel better; become more cooperative, For relief of agitation and hostility: 
cheerful and easier to manage. NICOZOL with reserpine Tablets 


No dangerous side effects. Supply: Capsules Elixir (“\) 


REFER TO 


DRU G Write for professional sample and literature. Page 669 
C Specialties» WINSTON-SALEM 1, NORTH CAROLINA 


DEDICATED TO SERVING THE SOUTHERN PHYSICIAN 
VotuME 87, Jury, 1960 
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Photos used with patient's permission. 


How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 


Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 9% pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10 times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
long-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


to the 
| 
physician >>>. 
| 
is the symbol az. 


When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he has the assurance that 
the Quinidine Sulfate is produced 
from Cinchona Bark, is alkaloidally 


standardized, and therefore of 


unvarying activity and quality. 


When the physician writes “DR” 
(Davies, Rose) on his prescriptions 
for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 


: is dispensed to his patient. 

; Rx Tablets Quinidine Sulfate Natural 

, 0.2 Gram (or 3 grains) 
Davies, Rose 


Clinical samples sent to physicians on request 


Davies, Rose & Company, Limited 
Boston 18, Mass. 


' 
Of special of. 
significance 
59 


Dispel the clouds of sunset years 


Write for descriptive literature 


Clinical trial samples available 


Each Bi-layer tablet contains: 
100 mg. 
50 mg. 
Thiamine Hydrochloride 1 mg. 
Ascorbic Acid 20 mg. 


Pentylenetetrazol 


Niacin 


Dose: One or two tablets, three 
times daily. 


THE VALE CHEMICAL CO., INC. 


is a safe central nervous stimulant. Lertinou is 
highly effective in confused states of elderly patients. 
Incipient psychosis of senility, with its warning symp- 
toms of loss of interest, egocentricity, hypochondriasis, 


insecurity and intolerance can frequently be ameliorated. 


Even in the presence of degenerative organic pathology, 
Lertinot can markedly alleviate many of the mentally 


disturbing symptoms. 


Lertinor has a very high index of therapeutic safety, with 
no lability of addiction or tolerance, virtually no contra- 


indications. 


Primary action is a positive stimulation of the medulla, 
more pronounced in depressed states than in normal individ- 
uals. Higher brain centers are also stimulated, and to a 


lesser degree, the reflex activity of the cord. 


Pharmaceuticals since 1922 


Allentown, Pennsylvania 
VIRGINIA MepicaL MonTHLY 
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methyichiortetracycline Lederie 


pathogen 
sensitivity 


In addition to the expected broad- 
spectrum range of effectiveness, 
DECLOMYCIN has demonstrated ac- 
tivity against strains of Pseudomo- 
nas, Proteus and A. aerogenes un- 
reSpOnsive or highly 
refractory » to other 


antibiotics. | 


niand. Hirsch. H. A. and Kunin. C 

t Seventh Annual Antibiotics Sym 

sium, Washington, D. C November 5 

59. 2. Hirsch, H. A.; Kunin, C . 4 

niand, med. Wchnschr. To be 
shed. 3. Roberts, M.S.; Seneca, and | 
mer, J. K: Read at Seventh Annual | 
tics Symposium, Washington, 0. 
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Capsules, 150 mg. — Pediatric Drops, 60 
mg./cc New Syrup, cherry-flavored, 75 


mg./5 cc. tsp.. in 2 fl. bottle —3-6 mg 
per ib. daily in four divided doses. 
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GREATER ACTIVITY...FAR LESS ANTIBIOTIC. ..SUSTAINED-PEAK CONTROL... EXTRA-DAY” PROTECTION AGAINST RELAPSE 


E> LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship «nd technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and operat- 
ing qualities. Here diagnostic x-ray is ideally 


DIRECT FACTORY BRANCHES 


BALTIMORE 
3012 Greenmount Ave. @ HOpkins 7-5340 
NORFOLK 
218 Flatiron Bidg. @ MAdison 5-0561 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. For complete details contact your G-E 
x-ray representative listed below. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 


RICHMOND 
2425 W. Leigh St. @ ELgin 9-5059 
ROANOKE 
515 Norfolk Ave., 8.W. @ Diamond 3-6209 
WASHINGTON, D.C. 
Silver Spring, Md., 8710 Georgia Ave., N.W. 
JUniper 9-4355 
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THE 
REALMS 

OF THERAPY 
BEST | 
ATTAINED 


a wide record of effectiveness—over 200 labora- 


Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 


tory and clinical fy from 14 countries. 
Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 


Added frontiers of usefuiness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


(orand of hydronyzire) 


Special Advantages 


os 
a) IN cHiLpRt bes 


unusually safe; tasty syrup, 
10 mg. tablet 


Supportive Clinical Observation 


“.. , Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen 
able to the development of new pat- 
terns of behavior... Freedman, A. 
M.; Pediat. Clin. North America 5:573 
(Aug.) 1958. 


..and for additional evidence 


10:164, 1956. Ayd, F. J., Jr. 

ifornia Med. 87:75 (Aug.) 1957. 
Nathan, L. A., and Andeiman, M. 
— M. J. 112:171 (Oct.) 
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Ts 
well tolerated by 


patients 


. seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
a occurring in old age.” Smigel, 

et al.: J. Am. Geriatrics Soc. 
‘Uan) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. —_ 
F.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Gert 
atrics 11:312 (uly) 1956. 


useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All (asthmatic) patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....in chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.’” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atlan- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169:14 
Jan. 3) 1959. Coirauit, R., et al.: 
esse méd. 64:2239 


South. M. J. 50:1282 (Oct:) 1957. 


7 \N 
HYPEREMOTIVE 


ADULTS A 


does not impair mental acuity 


*... especially well-suited for ambula- 
tory neurotics who must work, drive 
a car, of operate machinery.” Ayd, F. 
J., Jt.: New York J. Med. §7:1742 (May 
15) 1957. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being 


Garber, C., Jr: J. Florida M. 
A. 4%: be (Nov.) 1958. Menger, 
H. C.: New York J. Med. $8:1684° 
1958. Farah, L.: Inter- 

Rec. Med. 169:379 (June) 
1956. 


SUPPLIED: Tablets, 10 mg., 
mg., 100 mg.; bottles of 100 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; SO mg./cc. in 2 cc. am 
pules. 
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... well tolerated when 
...a highly potent, used on a properly individ- 
bactericidal antibiotic ualized dosage schedule 
for combating staph and which does not induce 
gram negative infections excessive blood levels 


“In many instances its effect has been dramatic and life saving ...’’* 


“Six of the patients who survived were considered to be terminally ill at the time 
kanamycin was started but showed dramatic improvement and eventual complete 
recovery.””* 


*... indeed, the results [with kanamycin] are the most remarkable ever achieved 
with otherwise fatal staphylococcal infections that we have ever seen.’”” 


“There appears to be no doubt that kanamycin has been lifesaving in those in- 
stances in which organismal resistance precludes the use of other antimicrobials.’” 


Information on dosage, administration and precautions 
contained in package insert or available on request. 


SUPPLY: KANTREX Injection, 0.5 Gm. kanamycin (as sulfate) in vial containing 2 ml. volume. 
KANTREX Injection, 1.0 Gm. kanamycin (as sulfate) in vial containing 3 ml. volume. 


* 


REFERENCES: 1. Yow, E. M.: Practitioner 182:759, 1959. 2. Yow, M. D., and Womack, G. K.: Ann. N. ¥ Acad. Sci. 76:363, 
1968. 3. Bunn, P A., Baltch, A., and Krajnyak, 0.: Ibid. 76:109, 1958. 4. Council on Drugs, J.A.M.A. 172:699, 1960. 


4 
: 
= 
4 
: 
% 
an 
3 


Doctor... 


*What would paying a bill like this 
do to your personal finances? 


“And what about additional bills for your 
continuing Office Expenses — if YOU 


had been the patient ? 


—AS A PRACTICING PHYSICIAN... — 


. . . knowing that today’s hospital confinements mean 
BIG bills, you should be the first to own “catastrophic” 
hospital-nurse insurance for yourself and your family's 
assured protection. 


PLAN 1 
Major Hospital-Nurse Expense 


PAYS 100% of Hospital Room & Board Charges and 
Hospital Miscellaneous Expense PLUS 75% of in- 
hospital Nurse Fees — after the selected Deductible 
Amount has been applied — up to a $10,000 overall 
Limit of Payment for expenses incurred within 3 years 
of any one accident or sickness. Applies to each 
insured Member, Spouse or Dependent Child. 


You have a choice of 3 deductible amounts, assuring 
the ‘right’ protection at the ‘right’ cost for YOU! 

And, unlike most similar plans, premiums do NOT 
increase as you become older. 


—AS A PRACTICAL BUSINESSMAN . . . — 


. . . knowing that today it costs BIG money to operate 
your office — even when you ore sick or injured and 
can't be ‘on duty’ — it’s only good business to obtain 
Overhead Expense protection. 


PLAN 2 
Professional Overhead Expense. 


PAYS covered Office Expenses — Rent, Employees’ 
Salaries, Heat, etc. — when you are continuously 
disabled by injury or sickness for 14 days or more. 
Payments are made directly to you, and can continue 
for as long as | year if you are totally disabled that 
length of time. 


You select only the protection you need — from $200 
up to $1,000 a month — based on actual operating 
expenses. And initial low cost eventually is even 
lower because premiums are tax-deductible! 


| APPROVED BY THE MEDICAL 


SOCIETY OF VIRGINIA | 


UNDERWRITTEN BY AMERICAN CASUALTY CO. 


DAVID A. DYER, Administrator 
Medical Arts Building 


READING, PA. 


Roanoke, Virginia 


tection for which hundreds of Virginia doctors have already enrolled. 
There is no obligation and no solicitor will call. 


enrollment application. 


HAVE YOUR NURSE PHONE US COLLECT — DIAMOND 4-5000 — for complete details about this much-needed pro- 
We will gladly supply additional information or an 
MAY WE HEAR FROM YOU TODAY? 


| Prom) va 

$19 
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STERILE OPHTHALMIC SOLUTION 


NEO-HYDELTRASOL 


PREONISOLONE 2). PHOSPHATE-NEOMYCIN SULFATE 


2,000 TIMES MORE SOLUBLE THAN PREDNISOLONE OR HYDROCORTISONE 


The solution of prednisolone has the 1. Lippmann, O.: Arch. Ophth. §7:339, March 1957 
advantage over the suspension in that no 
supphed sterile Up almic ution : 
crystalline residue is left in the patient s HYDELTRASOL (with neomycin sulfate) and 0.5% Sterile 
cul-de-sac or in his lashes .... The other 


Ophthaimic Solution HYDELTRASOL®. In 5 cc. and 2.5cc 


advantage is that the patient does not have to dropper vials. Also available as 0.25% Ophthalmic 
Ointment NEO-HYDELTRASOL (with neomycin sulfate) 
shake the drops and is therefore sure of and 0.25% Ophthalmic Ointment HYDELTRASOL. 


receiving a consistent dosage in each drop.''? in 3.5 Gm. tubes 
HYDELTRASOL and NEO-HYDELTRASOL are trademarks of Merck & Co., Inc. 


° <> MERCK SHARP & DOHME Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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Unless your practice is limited to 


bacteriology ... or your patients 
are all in the upper income 
brackets...you have doubtless re- 
ceived complaints about the cost 


of the medication you prescribe. 


what your patient 


‘ 
: 
ay 
" 
: 


gets 


Some of these complaints can probably be dismissed lightly as 
coming from cranks, who would complain about your fee for a 
midnight house call to save the life of a dying child. Others, how- 
ever, are made seriously by thoughtful patients and deserve an 
answer in kind. You know what the patient gets from his phar- 
macist because you have prescribed it. Do you also know that 
the average cost of a prescription is about $3.00? Only about one 
in 100 costs $10.00 or more, and g out of 5 of the prescriptions 
are under $3.00. These figures are based on retail prices. They 
include the manufacturer’s research, development, and manu- 
facturing costs and all distribution costs of the wholesale and the 
retail druggist. Only you and your patients can judge whether 
today’s drugs at these prices represent a fair quid pro quo, an 
equitable balance between what is given and what is received. 


This message is brought to you by fe penne of prescription drugs as 
@ service to the medical profession and in the same spirit, it is carried 
by this publication. For additional information, please write Pharmaceu- 
tical Manufacturers Association, 1411 K Street, N.W., Washington 5, D.C. 


For the 


Discriminating 


Eye Physician 


Depend on the Services of a 
Guild Optician 


Lynchburg, Virginia 


A. G. JEFFERSON 


Ground Floor Allied Arts Bidg. 


in 
Richmond 


MEMBER FEDERAL DEPOSIT WSURANCE CORP 


Exclusively Optical 


INDEX TO ADVERTISERS 


Ames Company, Ir Inside Hack Cover Plyler's Nursing Home. Mrs 
Appalachian Hall Richmond Eye Hospita Richmond Ear, Nowe and 
Arnar-Sone Lat r 4 Throat Hospita 

Ayerst i Richmond Hotels 

Brayten 11 Riverside ( valeacent Home 

Sristol 12-13 5 q Robins, A. H mpany 
Burroughs-Welleome Co 2 5¢ Roerig 

Ciba 2 58-59 Rucker, Marvin Pierce 

Davies, Rose & Company, Limited 5s Saint Albans 

Drug Specialties 5 Schering 

Dyer, David A Insuran Searle 

Eli Lilly and Company Smith- Dorsey 

Endo Laboratories +1 Smith Kline & French Laboratorie 
First & Merchants 7 St. Elizabeth's Hospital 

General Electric 5 St. Luke's Hospital 

Gill Memorial Eye, Ear and Throat Hospital, In« 4 St. Paul-Western Insurance Companies 
Geigy 3 55 State Board of Medical Examiners, The 
Glenbrook 16 Stuart Circle Hospita 

Jefferson, A. G 7 Terrace Hill Nursing Home 
Johnston-Willis Hospita Today's Health 

Jones and Vaughan 7 Tucker Hospital, Ine 

Lederle 34, 5 1, 7 United States Brewers Foundation 
Lorillard 5 U. 8S. Treasury 

Maynard, In 1 Vale Chemica! Co 

Medicine in Virginia Valentine Company, In« 

Merck Sharp & Dohme 5 Wallace Laboratories 

Parke, Davis & Company Second Cover-3 Wesson Oil 

People’s Service Drug Stores 16 White Cross Hospital 
Pharmaceutical Advertising Clut 68-69 Williams Printing Co 

Physician's Products Co 53 Winthrop Laboratories 


VirGINIA MepicaAL MONTHLY 


a 
‘Nationa! 
| FI R ST 
4) 
‘4 
43 
‘5 
4 
4s 
49 
10, 26, 33 J 


for control of nasal allergies 
and seasonal hay fever 


BRAND OF TIMED DISINTEGRATING ANTIHISTAMINE-DECONGESTANT TABLETS 


Each tablet contains: ———— 6.0 mg. Chlorpheniramine Maleate 


37.5 mg. Pyrilamine Maleate 


15.0 mg. Phenylephrine 
Hydrochloride 


ONE TABLET 


swiftly drys up nasal secretions: 
yields maximum response 10 to 12 hours 


One third of the dosage disintegrates 
immediately to contro! irritating nasal 
secretions. The remaining dosage re- 
leases gradually to provide a therapeu- 
tic effect up to 10 to 12 hours. Only 
minimum side effects and low pressor. 


Two widely proven antihistamines. 
And, a potent decongestant. Now 
combined in Animine Timed Disinte- 
grating Tabiets. 


Prescribe 


Anamine 


Availabie in botties 
50 and 250 tabiets; 
also pint liquid. 


PHARMACEUTICALS 


Greensboro, North Carolina 
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FOR 
SULFONAMIDE 
THERAPY 


NEW 


N' Acetyl Sulfamethoxypyridazine 


PEDIATRIC DROPS 


single, daily-dose effectiveness [(_j rapid, 
sustained action against sulfa-susceptible 
organisms (_j 125 mg. sulfamethoxypyrida- 
zine activity per cc. in 10 cc. squeeze bottle 


Dosage: First day, 2 cc. (250 mg.) for each 20 Ibs. body weight; thereafter, 1 cc. 
(125 mg.) for each 20 Ibs. Should be given once a day immediately after a meal. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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AN AMES CLINIQUICK’ 


CLINICAL BRIEFS FOR MODERN PRACTICE 


ARE INDICATED 
DIABETICS WITH 

URINARY TRACT 
INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 


tion since such infection is not always accompanied by pyuria. It is also essential to keep the 


urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 
Source Harrison, T. R., ef al 


Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 


CLINITEST 


Beane Reagent Tablets 
the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 


of continued daily urine-sugar testing —especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile” With the new Graphic Analysis Record included in the Cuinttest 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form a graphic portrayal of glucose excretion most useful in clinical control. esas 
¢ motivates patient cooperation through everyday use of Analysis Record 


e reveals at a glance day-to-day trends and degree of control AM ES 


¢ provides a standardized color scale with a complete range in the familiar blue-to COMPANY, INC 
Elkhart « indiano 
orange spectrum Toronto * Canado 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


.. test for ketonuria ACETEST KETOSTIX®” 


for patient and physician US€ gewoon: Tar 


lets Reagent Strips 


| 


IN ANXIETY—RELAXATION 
RATHER THAN DROWSINESS 


brand 


iriimoperazime 


‘Stelazine’ has little if any soporific effect. “. . . pa- 
tients who reported drowsiness as a side effect 
mentioned that they did not tall asleep when they 
lay down for a daytime nap. It is quite possible that, 
in some instances, ‘drowsiness’ was confused with 
unfamiliar feelings of relaxation.””! 

Available for use in everyday practice: Tablets, 
1 mg., in bottles of 50 and 500; and 2 mg., in 
bottles of 50. : 
N.B.: For information on dosage, side effects, 
cautions and contraindications, see available com- 
prehensive literature, PDR, or your S.K.F rep- 
rescntative, 


KLINE & 
FRENCH 


leaders in research 
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